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Abstract 
This study of a stratified sample of 1199 Hong Kong 
elderly aged 70 and above was carried out from June 1991 to 
January 1992. The sampling frame was based on subjects regis-
tered with the Old Age Allowance Scheme and a proportional sample 
of subjects receiving disability allowance. Those aged 70-79 
were classified as the old while those 80 and above as the old-
old population. 
Preliminary results show that about 85% of the respond-
ents had visited the doctor during the past year. 20% of the old 
and 25% of the old-old population had hospitalization experiences 
during the same reference period. 
As expected, the prevalence of chronic diseases was 
high. About three-quarter (77.7%)of the elderly respondents 
suffered from one or more chronic diseases and four or more con-
comitant chronic diseases were present in 7.3% of the elderly. 
Women suffered from diseases significantly more than did men. The 
most frequently self-reported chronic diseases were arthritis 
(35.8%), hypertension (32.3%), cardiac diseases (19.3%), peptic 
ulcer (16.3%), old fracture (13.2%), chronic obstructive airway 
disease or asthma (11.8%), diabetes mellitus (10.3%) and stroke 
(7.6%). Except for obstructive airway diseases , asthma and 
tuberculosis, the prevalence of diseases was higher in women. The 
prevalence of dementia in the sample was 0.7% in the old and 
increased to 2.6% in the old-old women. 
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Sensory impairment (hearing and visual problems) af-
fected a significant proportion of this elderly population. About 
one-quarter of the respondents had hearing difficulty and 8.3% 
had poor vision. Depression was very common among the respondents 
with 55.8% had a depression score above the cut off point of 6. 
Moderate and severe impairment of mental health was noted in 
23.4% of the respondents. 
Overall, the majority (76.7%) of the sample population 
have independent activities of daily living, the proportion being 
less among those aged 80 years and over, and among those living 
in institutions. 25.5% of the old—old men and 38.9% women had 
difficulty in carrying out activities of daily living such as 
walking, changing, bathing, urinary or faecal incontinence etc. 
Activities which were most difficult included bathing and manag-
ing stairs. Approximately 9% and 12% of the elderly were unable 
to perforin these activities independently. 
Overall, 11% had urinary incontinence and 7% faecal 
incontinence, with higher prevalence among the older age group 
and institutionalized subjects. The prevalence of urinary incon-
tinence was 15% for the older age group and 16% for institution-
alized subjects, while corresponding figures for faecal inconti-
nence were 10-12% and 13%. 
Logistic regression analysis revealed that impairment 
of functional ability as represented by a Barthel score of <19, 
is associated with age, poor mental score, poor self-perceived 
health and the presence of many chronic diseases (either singly 
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or in combination), such as stroke, dementia, Parkinson's dis-
ease, malignancy, psychiatric disorder, tuberculosis, old frac-
ture and cardiac diseases. All had a significant increased risk 
of disability, 
20% of elderly respondents were living in institutions 
(men 10.2% ； women 30.8%). Analysis of risk factors revealed 
that age was the most important significant factor associated 
with institutionalization, followed by being single or widowed, 
poor Barthel score, major income reliant on public assistance, a 




Demographic trends and population projections have 
indicated a rapid increase in the world's elderly population 
reaching 410 million by the year 2000, of which 59% will be 
living in the less developed countries (Kinsella, 1988). These 
demographic changes call for close examination of the ageing 
population, and the formulation of national policies to cater for 
emerging issues. 
Despite the fact that the proportion of the old-old 
population aged 80 and above is growing rapidly in many developed 
countries and also in Hong Kong, data regarding their clinical 
and social profiles and their social, health and welfare needs 
are limited. What are presently available are mostly based on the 
extrapolation of data on much younger population groups. An 
assessment of the physical, social and mental characteristics of 
the current old一old age group, and their predicted future size 
are essential for planning purposes. 
I• Demographic Changes in Hong Kong 
la. The relation of life expectancy and the growth of the 
old-old 
Hong Kong has gone through tremendous industrialization 
and population growth in the past 40 years. Hong Kong is also 
undergoing a rapid transition into an ageing society. The factors 
responsible include: 
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(1) longer life expectancy； 
(2) a dramatic decline in the birth rate; 
(3) a decline in the infant and early childhood mortality 
rate. 
The life expectancy at birth in Hong Kong in 1986 was 
7 4 for men and 79.8 for women, and compares favorably with that 
in the United States (men 72.0 and women 79.3) ； and Japan (men 
75.1 and women 80.8). Life expectancy, which was estimated to be 
74.9 for males and 80.7 for females in 1990, is anticipated to 
rise to 76.6 for males and 82.3 for females by the year 2000. 
Table 1.1 Life Expectancy, at birth (1986) 
Hong Kong United States Japan 
Male : 74.0 72.0 75.1 
Female : 79.8 79.3 80.8 
Table 1.2 Future Life expectancy (H.K.) 
1986 1990 2000 
Male : 74.0 74.9 76.6 
Female: 79.8 80.7 82.3 
The elderly population can be further divided into 
different age groups - the young-old, the old-old, and the old-
est-old, arbitrarily defined as the age groups 65-74, 75-84, and 
+ . The oldest-old age group constitutes the most rapidly grow-
i ng segment of the population in the United States and in other 
developed countries (Rosenwaike, 1985)• While the age group 85 
and above made up 9% of the United States population aged 65 and 
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over in 1980, it is projected that 19% of the elderly population 
will be aged 85 or over in the year 2040 (Guralnik, 1988). 
lb. Size of the elderly population in Hong Kong 
The above demographic changes in the proportion of the 
elderly population aged 60 years and over have resulted in a fast 
growing elderly population in Hong Kong. There will also be 
changes in the age structure of the population with an obvious 
trend of ageing. The aged 60 and above population has increased 
from 4.8% (150,000) of the population in 1961, to 11.48% 
(653,200) in 1986, and it is expected to increase from 13.0% 
(748,700) in 1990 to 15.4% (974,500) in 2000 (Hui,1987). These 
changes are graphically illustrated in Table 1.3 & 1.4. 
Table 1.3 Aged 60 and over Elderly Population in H.k. 
1961 1986 1990 2000 
Aged 60+ 4.8% 11.48% 13.8% 15.4% 
(150,000) (653,200) (748,700) (974,500) 
Table 1.4 Aged 85 and over Elderly Population in H.K. 
1986 2006 
Male (85+) ： 4,900 31,600 
Female (85+) : 18,600 61,000 
In Hong Kong, the oldest old-population aged 85 and 
over is projected to increase between 1986 and 2006, from 4,900 
to 31,600 for men and from 18,600 to 61,000 for women (Hong Kong 
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Government, 1986). The present day adult population group will 
probably become the old-old or the oldest-old group in future 
years. 
Table 1.5 Aged 65 and over Elderly Population in H.K. 
Population 65+ yrs 
% 
1980 5.04 millions 6.4% 
1985 5.45 millions 7.7 
1990 5.80 millions 8.8% 
Table 1.6 Population by Age and Sex at 1990 
Age Group Male Female Total 
% / N % / N % / N 
0 - 1 4 21.8% 21.0% 21.5% 
646,700 598,200 1,244,900 
15 一 64 70.7% 68.7% 69.7% 
2,095,400 1,949,700 4,045,100 
65 -69 3.1% 3.4% 3.3% 
93,200 97,800 191,000 
70 一 7 4 2.2% 2.6% 2.4% 
63,800 74,800 138,700 
75 -79 1.3% 2.0% 1.7% 
39,800 55,700 95,500 
80 & Over 0.8% 2.1% 1.5% 
24,900 60,500 85,400 
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II• A Changing Society 
The rapid pace of urbanization and industrialization in 
one way or another exerts its effects on the role, status and 
well-being of the elderly. 
Apart from the increase in the elderly, there are other 
equally important changes to our society, such as the breaking up 
of the extended family structure, the changing role of women as 
well as the increasing expectations of the elderly. These changes 
will place increasing demands on the families of the elderly and 
community support services. 
The increasing number of women participating in the 
labour force, the changing social values, family structure--
particularly the trend towards small families, family life 
cycle--lengthening of the empty nest phase, and the shifting of 
supporting networks all indicate that traditional patterns and 
values of caring for the elderly may no longer hold true in 
present day Hong Kong. 
The traditional role of women has changed from carer to 
active participant in the workplace. Their role as traditional 
carers for their elderly parents will have to be replaced. 
Ill• Social Network and Support 
The family is a source of support and strength in the 
care of the infirm and elderly, and involvement of the family 
would generally contribute to a more successful rehabilitation. 
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The provision of support in fostering the role of families in the 
care of their sick and aged members will become an important 
element in the care of the elderly. 
The problem faced by the aged is accentuated by the 
fact that the elderly population generally has low educational 
standards. This means that they are more dependent on their 
family members during old age and they are also at a disadvantage 
in being less knowledgeable about the availability of the commu-
nity's resources and services, and how to make use of them (Hong 
Kong Government, 1982). 
The crucial question of social network and support in 
maintaining the health of the elderly has been demonstrated in 
both overseas (Blazer, 1982; Berkman, 1979; Seeman, 1987) and 
local studies (Ho, 1988b, 1990b)• Social functioning was also 
repeatedly found as a significant variable in differentiating the 
sick from the healthy and in differentiating patients of differ-
ent chronic disease categories (Leung, 1990). 
IV. Functional Disability 
The elderly status is characterized by a series of 
social and physical changes, which may result in a decreased 
capacity for functioning (Hayflick 1976, Shock 1980, Holmes 
1974). Data from the United States show that the percent needing 
assistance in activities of daily living was 3 times higher in 
the 85+ age group as compared to the 75-84 age group. A much 
higher prevalence of disability is also found in the Hong Kong 
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elderly aged 80 and above compared to the younger old (Ho, 1990). 
The conditions associated with increasing age tend to be chronic, 
degenerative and multiple, and the relationship of diseases with 
risk factors may also be different in the old-old as in the 
younger age groups. 
V. utilization of Health Services, institutionalization and Care 
of the Disabled Elderly 
As the Hong Kong population ages, health problems of 
the elderly become increasingly important. Elderly people need 
help especially with the following problems: physical dependence, 
dementia and depression. These problems render them dependent on 
the support of others. Support may come from family members, 
friends and neighbours, or those organizations which provide 
services for elderly persons. 
As a rapidly ageing population with greater physical 
dependency has substantial medical, psychological, social and 
economic implications, the development of age-related medical and 
institutional services is necessary. Age-related medical services 
including the Geriatric Day Hospital,Clinic and Hospital Out-
patient department play an important role in maintaining the 
health of the elderly. 
Through the years the utilization of health resources 
has been ever increasing. The elderly demands a greater amount of 
these services. A rising population and increasing life expectan-
cy of the elderly population will result in corresponding in-
crease in the demand for services for the elderly in quantity, 
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variety and duration. 
Improvements in related fields such as medical services 
and better treatment of serious health hazards have helped to 
reduce the incidence of disability and infirmities associated 
with illness and old age. At the same time, improved medical 
services have extended the life expectancy of all groups. 
Institutional services are provided for those elderly 
who are unable to look after themselves, and have no relatives or 
friends to assist them when required. The residential services 
provide four separate types of institutions for residential care 
for elderly people. These include care and attention homes, homes 
for the aged, hostels and infirmary. 
It is estimated that the elderly population in Hong 
Kong will rise from 748 700 in 1990 to 974 500 in 2000. A more 
dramatic increase will occur in the old-old and the oldest-old 
(those aged 75 and above)• Those are the groups most likely to 
have a greater need for services such as social support services, 
long-term health and residential care. 
The age-specific mortality rates in the elderly are 
also falling over the years (Grundy 1984, Fries 1980, Rosenwaike 
1980, 1985, 1987)• More elderly with stroke and heart disease are 
surviving now compared with previous years (Feinleib, 1984), but 
often with concurrent increasing demand for medical care and 
other supporting services. On the other hand, there are among the 
old-old population those who are fit and healthy (Ho, 1990), and 
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continue to function well in the community. The old-old may thus 
comprise essentially the group of persons who are fully function-
ing members of the community, and another group who continue to 
live only because of massive intervention and supporting pro-
grammes ,and are in need of an extended period of supervision and 
care. 
The increasing survival of the old-old population with 
a substantial proportion in need of health and supporting serv-
ices will have tremendous implications in the utilization of 
health services, institutionalization and care of the disabled 
elderly (Svanborg, 1982, Davies 1985). The determination of the 
relative proportion of the fit versus sustained individuals is 
thus of utmost importance in planning for services to meet the 
needs of the old-old. 
VI. Factors—associated—with—the 一 development—of 一functional 
disabilTty 一 and 一institutionalization 
Reduced morbidity and mortality in the elderly have 
been associated with a traditional cultural background and with 
the presence of social supports (Medalie 1973, 1976; Kaplan 1977； 
Blazer, 1982). Religious affiliation or activity has been posi-
tively associated with a more favourable health experience. Some 
studies show that major life changes or events, in particular 
death of a significant relative and retirement, may increase the 
risk of illness and death (Holmes, 1974). A recently completed 
local study has compared a group of chronically ill elderly 
patients with healthy control subjects. It reveals the two 
groups differ not only in physical functioning but also in their 
economic, social and mental functioning (Leung, 1990)• 
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OBJECTIVES 
The main objectives of this study are to describe the 
social and health profiles of the current Hong Kong old-old 
population aged 80 and above, to define their health needs, and 
to obtain the baseline information on social, clinical and physi-
cal parameters for the identification of risk factors related to 
dependency and/or an institutionalization, and of factors related 
to healthy aging. 
The specific aims of this study are: 
1. to describe the sociodemographic background, health, 
functional and mental status of the elderly population and its 
various subgroups； 
2. to document the extent of the utilization of health 
and institutional services； 
3. to make comparison of sociodemographic background, 
health, mental, functional status, family support, social activi-
ty and utilization of health services for elderly in different 
levels of physical dependency； 
4. to determine the factors associated with the devel-
opment of functional disability and institutionalization； 
5. to provide a baseline for longitudinal studies of 
mortality, morbidity, active life expectancy and institutionali-
zation in the old-old and their preceding 10 years age group, and 
to relate the subsequent health outcomes to current health, 
social and demographic characteristics. 
However, for the purpose of this study, the report 
will be confined to only two major aspects: the social and health 
profiles of the current Hong Kong old-old population, and the 




I . Research 一Design 
The objectives of this study were to describe the 
socio-demographic profile, physical and mental health, functional 
disabilities, and institutionalization among the elderly, and to 
examine possible factors associated with functional disability 
and institutionalization. 
The data collected will form the baseline for a longi-
tudinal follow-up study of the active life expectancy of the 
elderly. 
II. Samp1inq—Procedure一and一Sample—Size 
1. Sample Sources 
The research was a descriptive survey study. The 
population used in this study were those aged 70 or above and 
drawn from the elderly registered with the Old Age Allowance 
(OAA)• Normal Disable Allowance (NDA) and Higher Disable Allow-
ance (HDA) Schemes. 
The Old Age Allowance (OAA) is a non-means-tested 
scheme whereby any elderly person aged 70 and above who has been 
living in Hong Kong for 5 years is eligible to enroll in the 
scheme. The scheme has over 90% coverage of the Hong Kong elderly 
subjects and has been utilized for recruitment of subjects in a 
previous study on the elderly (Ho, 1 9 8 8 ) • 
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The Normal Disable Allowance (NDA) provides the disa-
bled with financial assistance, while the Higher Disable Allow-
ance (HDA), which is twice the Normal Disable Allowance rate, 
provides even more financial assistance to the severely disabled, 
who require constant attendance from others in their daily life. 
However, those who are receiving care in a government or subvent-
ed institution are not eligible for HDA. 
2• Sampling Procedure 
The samples were drawn randomly from 34 districts, 
which were the sub-divisions of five regions: Hong Kong Island 
and outlying islands; East Kowloon, West Kowloon, East New Terri-
tories and West New Territories. Meanwhile the elderly sample 
size in each district was determined by the amount of elderly in 
proportional to its population. 
3. Sample Size 
The study consisted of two independent samples - the 
old-old group (aged 80 and above) and the preceding 10 years age 
group (aged 70-79). The total sample size involved was 2,100. 
The subjects of the old-old group were selected by 
using the stratified random sampling method, with sex and age as 
the criteria for stratification. 150 subjects were drawn from 
each of the six strata - male and female by age groups 80-84, 
85-90 and 90+ — to make up a total of 900 subjects for the old-
old group. A sample size of 150 in each of the strata allows the 
detection of a difference of 15% between the groups with a power 
of at least 70% and at the 5% level of significance. 
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The subjects of the preceding 10 years age group were 
also selected by stratification. 300 subjects were drawn from 
each of the 4 strata - male and female by age groups 70-74 and 
75-79 - to comprise a sample of 1200 subjects. 
(a.) Suggested Sample Size and Planned Sample Size 
In order to meet the planned sample size, we needed 
12,516 subjects because we estimated the response rate to be 
around 20% for the elderly registered with the Old Age Allow-
ance (OAA) Scheme, and 10% for the elderly registered with the 
Normal Disable Allowance(NDA) and Higher Disable Allowance(HDA) 
Schemes. 
The suggested sample size and the planned sample size of 
subject from age and sex stratum were shown in Table 1.1. 
(b.) Acceptance Rate and Reasons for Not Accepted Interview 
A letter was sent to elderly individuals explaining in 
full the purpose of the survey, the maintenance of confidentiali-
ty of the data collected, and the voluntary nature of participa-
tion. A consent form together with a postage paid envelope were 
attached. An interview was conducted when they had signed and 
returned the letter. 
A total of 12,516 letters was sent with an acceptance 
rate of approximately 21.6 percent, or a total of 2,700 subjects 
accepted to be interviewed (Table 2.1). Reasons for not accepting 
interview are shown in Table 2.2. 
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Table 2.1 No. of Sample Size, Planned Samples and Accepted Rate 
by Sex and Age 
Planned Letters Accepted Accepted 
Sample Sent Interview Rate 
Male % 
70-74 
OAA 285 1500 405 27.0 
NDA 12 120 32 26.7 
HDA 3 30 5 16.7 
Total 300 1650 442 26.8 
75-79 
OAA 278 1500 363 24.2 
NDA 18 180 51 28.3 
HDA 4 40 8 20.0 
Total 300 1720 422 24.5 
80-84 
OAA 132 750 158 21.1 
NDA 14 140 37 26.4 
HDA 4 40 7 17.5 
Total 150 930 202 21.7 
85-89 
OAA 129 750 167 22.3 
NDA 16 160 44 27.5 
HDA 5 50 8 16.0 
Total 150 960 219 22.8 
90+ 
OAA 123 640 116 18.1 
NDA 18 88 22 25.0 
HDA 9 58 12 20.7 
Total 150 786 150 19.1 
Female 
70-74 
OAA 287 1500 293 19*5 
NDA 10 100 32 32.0 
HDA 3 30 8 26.7 
Total 300 1630 333 20.4 
75-79 
OAA 277 1500 261 17.4 
NDA 18 180 44 24.4 
HDA 5 50 10 20.0 
Total 300 1730 315 18.2 
80-84 
OAA 128 750 165 22.0 
NDA 17 170 44 25.9 
HDA 5 50 12 24.0 
Total 150 970 221 22.8 
85-89 
OAA 122 750 153 20.4 
NDA 20 200 52 26.0 
HDA 8 80 18 22.5 
Total 150 1030 223 21.7 
90+ 
OAA 113 740 164 22.2 
NDA 25 250 62 24.8 
HDA 12 120 26 21.7 
Total 150 1110 252 22.7 
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Table 2.2 Reasons for Not Accepting Interview 
Male Femal^ Total 
70—79 80+ 70—79 N % 
Died 14 49 9 44 116 0.9 
Returned to China 15 15 12 10 52 0.4 
Letters returned to 153 141 194 153 641 5.1 
sender eg. shifted 
residence 
Did not reply 1795 1610 1928 1763 7096 56.7 
Refused interview 529 290 569 444 1832 14.6 
Accept interview 864 571 648 696 2779 22.2 
Total letters sent out 3370 2676 3360 3110 12516 100.0 
(c.) Actual Examined Sample size 
Only those respondents who mailed back our letters 
would be considered as eligible respondents. A list of 2,700 
eligible respondents who accepted interview was obtained in the 
round. 
According to the planning, we needed to select 2100 
subjects randomly from 2,700 accepted interview samples. These 
potential respondents were stratified by sex and age groups and a 
sample of 900 subjects were drawn for the old-old group (aged 80 
and above) and another 1,200 for the preceding 10 years age group 
(aged 70-79). 
However, due to some reasons, for instance some sub-
jects died before interview, the examined samples decreased to 
2032. The examined samples eventually included in the study are 
shown in table 2.3. 
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Table 2.3 No. of Examined Samples by Sex and Age 
Male Female Total 
70-79 80+ 70-79 80+ 
Accepted interview 864 571 648 696 2779 
Required Samples 600 450 600 450 2100 
Examined Samples 596 401 577 458 2032 
For the purpose of this report - half of the data was 
used. 
III. Data Collection — 
1. Oxiestionnaire一Construction 
Data on social, mental and health characteristics were 
obtained through personal interviews of the respondents using a 
structured questionnaire which consists of mostly closed and 
structured items. The design of the questionnaire was based on 
the experiences accumulated from the previous studies in Hong 
Kong (Ho, 1988, 1990; Chi, 1989; Woo, 1988; Leung 1990), with 
further pretesting and modifications to improve on the suitabili-
ty of the questions for the old-old population of Hong Kong. The 
ease of flow and the clarity of questions were also taken into 
account in the construction of the interview schedule. 
The questionnaire contained a number of developed and 
validated instruments from overseas but which had been tested and 
validated in the local setting. 
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2. Pilot Study 
The questionnaire was pretested by the researcher in a 
pilot study of 50 elderly people living in the community and 
institutions. Appropriate modifications were made, taking into 
account the flow and clarity of the questions. The pilot study 
was conducted during February and March 1991. 
3. Content_of_Questionnaire 
The structured questionnaire included information on a 
wide range of social and health parameters (Appendix 1) and was 
divided into 7 sections: 
i. Demographic and Socio-economic characteristics 
age, sex, marital status, level of education, current 
and past occupations, income and sources of income. 
ii. Physical health 
a. General health status, respondent-assessed health 
statusf utilization of all types and levels of 
medical services, use of drugs and sensory disturb-
ances . 
b. Past medical history 
c. Skeletal problems 
d. Cardiac health status 
e. Lung health status: wheeze and tightness in the 
chest, shortness of breath, phlegm from the chest, 
breathing, general allergy, and things that make the 
subjects short of breath, wheeze or cough. 
f. Mental health status: mental state was assessed 
by the Information Orientation Sub-test of the 
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Clifton Assessment Scale (Pattie & Gilleard,1979)• 
The sub-test consisted of 12 questions, and scores 
of seven or below might be considered to denote 
dementia or impairment of mental status. Geriatric 
depression scale (Yesavage et al. 1983), problems 
with sleep and life satisfaction (using a visual 
analogue scale). 
iii. Activities of daily living 
feeding, personal grooming, dressing, chair/bed-
shifting, walking, climbing stair, toileting, bathing, 
urinary and faecal incontinence. 
Physical functioning was studied by using a modified 
Barthel Index (Mahoney & Barthel,1965)) which has been 
proposed as a standard measure of physical disability. 
It is able to detect change in function if repeated 
studies in time are carried out, so this work could act 
as a baseline for future studies. 
iv. Health habit 
physical activities, smoking and drinking habits. 
V. Family environment 
living conditions and type of dwelling. 
vi. Physical measurement and descriptive assessment 
Blood pressure readings were taken by an ordinary 
mercury sphygmomanometer in the sitting position, and 
using Korotkoff phase 5 as diastolic blood pressure. 
The average of two readings were taken. 
External deformities were assessed by inspecting the 
30 
joints for obvious deformity and abnormal posture. 
Eight-Foot Gait Course was assessed by observing the 
elderly subject walking along a 8-foot rope from one 
end to the other end and then back. The elderly sub-
ject walked at his/her usual speed, just as if he/she 
was walking down the street to go to the store, and the 
number of steps and time taken for the walk were count-
ed. The 8-Foot Gait course was performed twice. 
4. Trainincr—of一Interviewers 
The schedule was composed of two general sections : (a) 
respondent Interview, (b) clinical assessment (not part of this 
thesis). Both sections were administered by trained registered 
nurses and medical doctors and students. 31 registered nurses or 
medical doctors and students were recruited to conduct interviews 
from July 1991 to July 1992. 
The training sessions ran for two weeks and were con-
ducted by the researchers in June 1991. The first week of train-
ing encompassed the purpose of the study, requirements of confi-
dentiality, the use of survey interview schedule techniques of 
interviewing and the use of medical instruments. 
At the second week, the interviewers underwent special 
training sessions in order to achieve a standardization of the 
blood pressure, respiratory and pulse rate determinations as well 
as of subjective definition of qualitative items like muscle 
wastage, bed sores etc. A Video about the related clinical as-
sessment was also provided. Each interviewer was trained in blood 
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pressure and anthropometric measurements. 
After training, they were asked to pretest the ques-
tionnaire. The first interview was conducted at the subjects' 
home and was supervised by researchers, to ensure a uniform 
standard. 
5. Collection—of— Data 
Each interviewer carried and displayed an appropriate 
identification. The interview was conducted together with as-
sessments at the subjects‘ homes at their convenient time. For 
the study subjects for whom information could not be directly ob-
tained because of their poor cognitive function or illness, the 
proxy was interviewed instead. For elderly living in the communi-
ty, the household member responsible for the care of the elderly 
was interviewed as a proxy. For elderly living in institutions 
who were unable to respond themselves, a staff member acted as a 
proxy. 
The questions were asked and the responses were record-
ed according to a specially designed instruction manual in Chi-
nese. The interviewers were closely supervised in their work 
quality of the data checked after each interview. All completed 
questionnaires were checked for completeness, consistency and 
errors. Callbacks to the respondents and callbacks were made when 
necessary. Coding and verification of data were done within a 
month of the interview. Data from the completed interviews were 
entered into the computer soon after the interview so that error 
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checks and subsequent corrections could be performed within a 
short time span. Such a procedure also enabled the identification 
of consistent patterns of errors, non-completion, and other 
inconsistencies related to specific interviewer(s). 
Three research coordinators met with the interviewers 
regularly to check on the progress of their assigned interviews 
and their compliance with the study protocol, and to discuss 
solutions to problems encountered in their field work. 
6. Validity 一and 一 Reliability 
A 5% sample of all studied subjects was reinterviewed 
within one month to enable a measure of reliability for inter-
viewing. The clinical assessment was conducted at the subjects‘ 
home by the interviewer to quantify and validate the data and 
provided a measure of reliability. 
IV. Data一 Analysis 
Statistical analysis was done using SPSS-X. The analy-
sis consisted of the following components: 
1. Description of baseline characteristics of the total 
elderly population and its various subgroups. 
2. Analysis of associations between baseline demographic, 
social and behavioral characteristics, and functional 
dependency and institutionalization. 
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(a) Descriptive—analysis 
The aim is to describe and define the health and social 
functioning profiles of the old一old in order to answer the gener-
al type of questions, such as - Who are the old-old? How do they 
live? How do they function socially and physically? What are the 
prevalences of the major chronic and debilitating conditions? How 
active or mobile are they? 
Summary statistics of categorical data (e.g. proportion 
of subjects with major chronic conditions, living conditions, 
etc.) will be presented. Summary statistics such as means and 
standard deviations will be provided for the continuous variables 
such as activities of daily living and blood pressure. 
(b) Cross— Associations 
The aims were to examine the association between health 
and socioeconomic characteristics of the study population, and 
functional dependency and institutionalization. 
Characteristics of elderly living at home versus in 
institutions will be compared. Chi-square tests will be used to 
determine significant differences for discrete variables. Sub-
jects will also be divided into three categories of functional 
ability (ADL score < 15, 15-19, 20) and the above procedure 
repeated. Possible interactions between characteristics studied 
will be assessed by using multivariate logistic models to identi-





3.1 Age and Sex Distribution of the Respondents 
Results from the first 1 1 9 9 elderly (male 6 5 0 ; female 
5 4 9 ) interviewed are presented. 4 2 • 6 % of the elderly respondents 
were aged 80 and above and men constituted about 54.2% of the 
sample. The proportion of men is higher than that of the general 
population aged 7 0 years and above ( 4 0 . 2 % ) . However, this higher 
proportion of elderly men is expected as the sample has been 
stratified by age and sex. 
In order to compare the socio-economic and health 
differences among various sex and age groups, the respondents 
were divided into 4 groups : younger male and female groups (Age 
70-79 )； older male and female groups (Age 8 0 or above ) . Table 3 . 1 
shows the sex and age distribution of the respondents and the 
distribution was very close to the expected percentage distribu-
tion. 
Table 3 .1 Age and Sex Distribution 
Frequency Percentage Expected % 
SEX 
Male 650 54.2 50 
Female 540 45.8 50 
AGE 
70 - 74 332 2 7 . 7 2 8 . 5 
75 - 79 355 2 9 . 6 2 8 . 5 
8 0 - 8 4 178 1 4 . 8 1 4 . 3 
85 - 89 173 1 4 . 4 1 4 . 3 
90 + 1 61 1 3 . 4 1 4 . 3 
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3.2 Marital Status, Working Status and Education 
3.2.1.) A Marital Status 
At the time of our interview, about half (46.5%) of the 
respondents were married (male 70.0%; female 18.8%), nearly half 
(46.7%) of them were widowed, and 1.3% of them were divorced or 
separated. Only 5.25% were never married (male 2.8%; female 
8.2%). 
We found that there was a statistically significant 
difference in marital status in relation to the two different 
age groups in both sexes. The majority of men were married (77.1% 
of the younger and 58.0% of the older group). On the contrary, 
the majority of women were widowed (around 60% of the younger 
and 86% of the older group)• Older women were more likely than 
other groups to be never married (10.8%). 
3.2.2.) Working Status 
94.0% of the elderly respondents were economically 
inactive and the rest has either full-time or part-time jobs. 
About 91.4% of the elderly respondents had retired and the aver-
age number of years of retirement was 16. 
A significant difference between the two different age 
groups in relation to their working status was only found among 
women. Table 3.2(A) also shows that all the older women were 
economically inactive and only 2.8% of the younger women had 
either full-time or part-time jobs. 
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Table 3.2(A) Differences in Marital Status and Working Status by 
Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Marital Status 
Married 77.1 58.0 33.9 3.0 558 46.5 
Widowed 18.4 38.7 59.3 83.6 560 46.7 
Divorced/Separated 1.5 0.8 1.1 2.6 18 1.5 
Single 2.9 2.5 5.7 10.8 63 5.3 
Chi-Square D.F. 
Association between age and Marital Status 
among male 32.6*** 3 
Association between age and Marital Status 
among female 87.6*** 3 
Association between sex and Marital Status 
in age group 70-79 134.3*** 3 
Association between age and Marital Status 
in age group >=80 189.6*** 3 
Working Status 
Work Full-time 6.4 3.3 1.4 0.0 38 3.2 
Work Part-time 3.9 1.6 1.4 0.0 24 2.0 
Economically 89.7 95.1 97.1 100.0 1137 94.8 
Inactive 
Chi-Square D.F. 
Association between age and Working Status 
among male 5.9 NS 2 
Association between age and Working Status 
among female 7.8* 2 
Association between sex and Working Status 
in age group 70-79 13.9** 2 
Association between age and Working Status 
in age group >=80 13.6** 2 
* P<0.05 ** P<0.01 *** P<0.001 
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3.2.3.) Educational Level 
Table 3.2(B) shows that 37.93% of the interviewed 
elderly had no formal education and 22.0% had studied in 'Bok Bok 
Chai* only (an informal type of schooling), while 37.9% had 
formal education and 16.4% had secondary or higher education. 
Many more females (over 60%), especially older age ones 
(73.6%), had no formal education, but only about 14% of the males 
had no formal education. Many more males had studied in "Bok 
Bok Chai" school , primary or secondary school than the females. 
Chi-square tests showed that there were significant 
differences among various education levels in relation to the two 
different age groups in both sexes. The younger age groups and 
the male groups were more likely to have had formal education. 
Table 3.2(B) Differences in Educational Level by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 278 269 1197 100.0 
% % % % 
Educational Level 
>=Secondary Edu. 28.5 19.8 8.3 3.3 196 16.4 
Primary Edu. 34.2 25.5 18.7 11.2 283 23.6 
Bok BOK Chai 25.1 40.3 11.5 11.9 264 22.1 
No Formal Edu. 12.3 14.4 61.5 73.6 454 37.9 
Chi-Square D.F. 
Association between age and Working Status 
among male 20.3*** 3 
Association between age and Working Status 
among female 13.9** 3 
Association between sex and Working Status 
in age group 70-79 187.0*** 3 
Association between age and Working Status 
in age group >=80 184.5*** 3 
* P<0.05 ** P<0.01 *** P<0.001 
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3.3 Income and Accommodation 
3.3.1.) Sources of Income and Major Source of Income 
Table 3•3(A) shows the sources of income of the elderly 
respondents. About 13.1% had income from disability allowance and 
22.6% had income from public assistance. 
Table 3.3(B) also shows that, of the sources of major 
monthly income of the elderly, more than half of the elderly 
(52.3%) were supported by families or self-financed (including 
salary, rents interest, pension and investment gain)• Around 
half of the elderly (47.8%) had their major income from the 
Social Welfare Department, including old age allowance (20.3%), 
disability allowance (7.5%) ) and public assistance (20.0%). 
The older age group was more likely to depend on 
Disability Allowance or Public Assistance. More of the younger 
age group had their major income mainly dependent on self-finance 
or family support. 
Over 40% of the older women (42.8%) were mainly depend-
ed on public assistance but only about 9% of the younger men 
depended on public assistance. 
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Table 3.3(A) Sources of Income Sex and Age 
Number Percentage 
Sources of Income 
Salary 58 4.8 
Pension 180 15.0 
Own Savings 177 14.8 
Rent or Investment — 46 3 • 8 
Family Support 689 57.5 
Old Age Allowance 1042 86.9 
Public Assistance 271 22 • 6 
Disability Allowance 157 13.1 
Others 26 2.2 
Table 3.3(B) Differences in Major Income by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 242 280 269 1198 100.0 
% % % % 
Major Source of Income 
Self-finance 37.3 10.7 11.8 3.3 220 18.4 
Family Support 37.6 31.8 46.1 17.5 406 33.9 
Old Age Allowance 13.0 26.0 22.1 24.2 243 20.3 
Disability Allow. 3.4 7.9 8.6 12.3 90 7.5 
Public Assistance 8.6 23.6 11.4 42.8 239 20.0 
Chi-Square D.F. 
Association between age and Major Source of 
Income among male 84.7*** 4 
Association between age and Major Source of 
Income among female 100.1*** 4 
Association between sex and Major Source of 
Income in age group 70-79 60.7*** 4 
Association between age and Major Source of 
Income in age group >=80 37.6*** 4 
* P<0.05 ** P<0.01 *** P<0.001 
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3.3.2.) Personal Monthly Income 
Table 3.3(C) shows that about one-third (30.4%) of the 
elderly had a monthly income of $1000-1499 and around one-tenth 
of the elderly had a monthly income less than $500• 
Chi-square tests show that there were significant 
differences in monthly income in relation to the two age groups 
in both sexes. The younger age groups had higher monthly income 
than the older age groups. Over one-third (39.4%) of the younger 
men earned over 2000 dollars per month but only 6.3% of the older 
women earned the same amount. 
Table 3.3(C) Differences in Monthly Income by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 401 239 277 253 1170 100.0 
% % % % 
Personal Monthly Income 
>=2000 39.4 14.2 24.5 6.3 276 23.6 
1500-1999 16.2 16.7 17,3 12.3 184 15.7 
1000-1499 24.7 32.6 27.8 43,5 364 31.1 
500-999 13.7 23.4 18.1 26.1 227 19.4 
< 500 6.0 13.0 12.3 11.9 119 10.2 
Chi-Square D.F. 
Association between age and Monthly Income 
among male 51.7*** 4 
Association between age and Monthly Income 
among female 43.1*** 4 
Association between sex and Monthly Income 
in age group 70-79 21.1*** 4 
Association between age and Monthly Income 
in age group >=80 13.5** 4 
* P<0.05 ** P<0.01 *** P<0.001 
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3.3.3.) Type of Residence 
Table 3.3(D) shows that 43.3% of the elderly lived in 
public housing, 19.60% of the elderly lived in institutions, 
26.9% of the elderly lived in own private flats and 10.26% of the 
elderly lived in other types of residence (including rent flat, 
rent room or rent bed space, roof top or squatters)• 
Chi-square tests show that there were significant 
differences among various types of residence in relation to the 
two age groups in both sexes. More of the younger age group 
lived in own private flats or public housing. In contrast, more 
of the older age group lived in institutions. 
More than one-third (37.8%) of the younger men lived in 
own private flats compared with 11.9% of the older women. About 
half (51.4%) of the younger women lived in public housing com-
pared with 27.1% of the older women. 
About 20% of the elderly (19.6%) respondents lived in 
institutions (male 10.2% ； female 30.8%). Half of the older age 
female group (52.8%) lived in institutions but only 4.4% of the 
younger age male group lived in institutions. Moreover, about 
half of the elderly who resided in institutions were in Old Age 
Hostels and about 20% in the Care And Attention Homes [Table 
3.3(E)]. 
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Table 3.3(D) Differences in Accommodation by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Type of Residence — 
Own Private Flat 37.8 21.4 30.0 11.9 322 26.9 
Public Housing 46.9 45.7 51.4 27.1 519 43.3 
Rent Housing 6.9 11.1 6.1 6.7 90 7.5 
Others/Squatters/ 3.9 2.1 2.9 1.5 33 2.8 
Village Housing 
Institution 4.4 19.8 9.6 52.8 235 19.6 
Chi-Square D.F. 
Association between age and Type of 
Residence among male 53.1*** 4 
Association between age and Type of 
Residence among female 126.0*** 4 
Association between sex and Type of 
Residence in age group 70-79 11.3* 4 
Association between age and Type of 
Residence in age group >=80 59.9*** 4 
Table 3.3(E) Differences in Type of Institution by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 18 48 27 142 235 100.0 
% % % % 
Type of Institution 
Old Age Hostel 61.1 60.4 51.9 50.0 125 53.2 
Old Age Home 5.6 20.8 29.6 31.0 63 26.8 
C & A Home or 33.3 18.8 18.5 19.0 47 20.0 
Infirmary 
Chi-Square D.F. 
Association between age and Type of 
Institution among male 3,1 NS 2 
Association between age and Type of 
Institution among female 0.0 NS 2 
Association between sex and Type of 
Institution in age group 70-79 4.3 NS 2 
Association between age and Type of 
Institution in age group >=80 2.0 NS 2 
* P<0.05 ** P<0.01 *** P<0.001 
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3.3.4.) Household Composition 
Nearly 40% of the elderly lived with their spouse; 
about one-fifth (19•60%) of the elderly lived with other elderly 
people in institution, and while 7.5% of the elderly lived alone. 
Chi-square tests show that there were significant 
differences among variations of household composition in relation 
to the two age groups in both sexes. The younger age elderly 
were more likely to live with their families and the older age 
groups were more likely to live in institutions. Around 80% of 
the younger age elderly lived with their families but less than 
half of the older age group lived with their families. 
Table 3.3(F) Differences in Household Composition by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Household Composition 
Live Alone 4.7 8.2 10.0 7.8 88 7.3 
Live with Spouse 70.5 40.3 30.4 2.2 476 39.7 
Live with Family 16.0 24.3 39.6 29.0 313 26.1 
Live with Relative 0.7 1.6 2.9 2.2 21 1.8 
Live with Friend 3.7 5.8 7.5 5.9 66 5.5 
Live in Institution*.4 19.8 9.6 52.8 235 19.6 
Chi-Square D.F. 
Association between age and Household 
Composition among male 70.0*** 5 
Association between age and Household 
Composition among female 154.4*** 5 
Association between sex and Household 
Composition in age group 70-79 108.8*** 5 
Association between age and Household 
Composition in age group >=80 130.1*** 5 
* P<0.05 ** P<0.01 *** P<0.001 
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3.4 Mental Function 
3.4.1.) Mental Status 
Twelve item questions used for the Information/Orienta-
tion part of the Clifton Assessment Procedures for the Elderly 
were used to assess the mental status of the elderly. The total 
scores for each respondent ranged from 0 to 12. Impaired mental 
status was defined by a score of 5 or more errors on 12 item 
tests of mental status assessment. A higher score (7 or above) 
was compatible with a good or mild impairment of mental status 
and a score 7 or lower represented moderate or severe impairment 
of mental status (Pattie & Gilleard, 1979)• 
The total mental score, which was the number of correct 
answers out of 12 questions, is shown in Table 3.4(A). The mean 
mental score for the elderly respondents was 9.38 with a standard 
deviation of 2.75. 
Mental score in different age and sex groups of the 
elderly is shown in Table 3.4(A). In terms of Mental Score, less 
than one-fourth (23.44%) of the elderly scored 7 or below. 
A higher percentage of the older age group and women 
showed impaired mental status [Table 3.4(A)]. More than half 
(51.7%) of the older age female group had moderate or severe 
impairment of mental status compared with 4.4% of the younger age 
male group. Moreover, the majority of the men (89.7% of the 
younger age group and 61.7% of the older age group) had good 
mental status, which compared with the 16.7% which was observed 
in the older age female group. 
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Table 3.4(A) Differences in Mental Functioning Level by Sex and 
Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Total Mental Score 
10 - 12 89.7 61.7 46.8 16.7 691 57.6 
8 - 9 5.9 13.2 30.7 31.6 227 18.9 
<:7 4.4 25.1 22.5 51.7 281 23.4 
Chi-Square D.F. 
Association between age and Total Mental Score 
among male 77.9*** 2 
Association between age and Total Mental Score 
among female 70.8*** 2 
Association between sex and Total Mental Score 
in age group 70-79 152.1*** 2 
Association between age and Total Mental Score 
in age group >=80 109.9*** 2 
* P<0.05 ** P<0.01 *** P<0.001 
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3.4.2.) Geriatric Depression Scale 
Table 3.4(B) shows the frequency of the elderly with 
negative affect. Fifteen items were used to assess symptoms of 
depression (Yesavage, 1983). The frequency distribution of the 
symptoms of depression is shown in Table 3.4(B). For instance, 
19.6% were not satisfied with their current life; 40.2% felt 
life empty, 59.7% often felt helpless; and finally 4.7% felt 
hopeless. 
The total scores for each respondent ranged from 0-15. 
A higher score indicated a higher likelihood of depression. 
Geriatric depression was measured as the presence of 6 or more 
symptoms on a 15-item test of Geriatric Depression Scale. 
Levels of depression in different age and sex groups of 
the elderly are shown in Table 3.4(C). Over half (55.8%) of the 
elderly respondents expressed negative attitudes towards life 
(scored 6 or above). Chi-square tests show that there were sig垂 
nificant differences in scores of Geriatric Depression Scale in 
relation to the two age groups in both sexes. The older age 
elderly, especially females, were more likely to get higher 
scores. 
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Table 3.4(B) Frequency and Percentage of respondents who respond-
ed 'Yes* to the negative affection's questions of 
the Geriatric Depression Scale 
Number Percentage 
Not Satisfied with Life 235 19.6 
Dropped many activities or interests 727 60.6 
Feel life empty 482 40.2 
Often get bored 424 35.4 
Not in good spirit 303 25.3 
Afraid something bad is going to happen 258 21.5 
Do not feel happy most of time 495 41.3 
Often feel helpless 419 59.7 
Prefer to stay at home rather than 
going out and doing new things 805 67.1 
Feel more memory problems than most 445 37.1 
Do not think that being wonderful to 
be alive now 382 31.9 
Feel pretty worthless 674 56.2 
Don't feel full of energy 726 60.6 
Feel hopeless 563 47.0 
Think that most people are better than you 432 36.0 
Table 3.4(C) Differences in Levels of Geriatric Depression Scale 
by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 403 223 271 234 1131 100.0 
% % % % 
Geriatric Depression Scale 
< 6 57.3 39.9 39.9 30.8 500 44.2 
> = 6 42.7 60.1 60.1 69.2 631 55.8 
Chi-Square D.F. 
Association between age and Geriatric Depression 
among male 16.7*** 1 
Association between age and Geriatric Depression 
among female 4.1* 1 
Association between sex and Geriatric Depression 
in age group 70-79 19.1*** 1 
Association between age and Geriatric Depression 
in age group >=80 3.8 NS 1 
* P<0.05 ** P<0.01 *** P<0.001 
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3.5 Functional Disability of the Respondents 
The Barthel ADL Index is an indication of the ability 
to perform activities of daily living (ADL) of an elderly indi-
vidual. Ten items were used to assess the physical functional 
ability of the elderly. Functional disability was measured by 
need for help with one or more of ten activities of daily living: 
feeding, personal grooming, dressing, chair/bed-shifting, walk-
ing, walking up/down stairs, toileting, bathing, bladder and 
bowel incontinence. 
The total score for each respondent ranges from 0 to 
20. The highest score (20) represents full independence； scores 
of 15 to 19 represent mild functional disability requiring some 
help in activities of daily living; scores of 14 or less repre-
sent moderately or severe functional disability requiring consid-
erable help or total dependence on others. 
Table 3.5(A) shows the functional ability of the 
elderly respondents• The majority of the elderly (76.6%) could 
perform all the activities of daily living. About 2.8 - 12.1% of 
the elderly were unable to maintain a variety of activities of 
daily living. 12.1% needed assistance in walking, 9.3% in 
bathing, 4.4% in toileting, 4.1% in dressing and 2.9% in feeding. 
Urinary incontinence was reported by 10.7% of the elderly, with 
frequency of incontinence varying from daily to less than once a 
week (7.6%). Faecal incontinence was reported by 7.4% of the 
elderly with a frequency varying from daily to less than once a 
week (5.1%). 
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Table 3.5(A) Barthel ADL Scale 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Feeding 
Dependent 2.7 1.6 1.8 3.7 30 2.5 
Needs Help 0.2 0.4 0.4 1.7 5 0.4 
Independent 97.1 97.9 97.9 95.5 1165 97.1 
Personal Grooming 
Dependent 1.5 1.2 1.8 7.4 34 2.8 
Independence 98.5 98.8 98.2 92.6 1165 97.2 
Dressing 
Dependent 1.7 1.2 1.8 4.8 28 2.3 
Needs Help 0.5 1.6 1.1 4.8 22 1.8 
Independent 97.8 97.1 97.1 90.3 1149 95.8 
Chair/Bed-Shifting 
Dependent 0.7 0.4 1.4 3.3 17 1.4 
Considerable Help 1.0 1.2 1.1 3.0 18 1.5 
Minimal Help 0.2 2.1 2.5 4.5 25 2.1 
Independent 98.0 96.3 95.0 89.2 1139 95.0 
Walking 
Immobile 1.5 1.2 1.1 4.8 25 2.1 
Independent in 0.5 0.4 1.4 2.6 14 1.2 
wheel chair 
Needs Help 1.0 3.7 2.5 5.6 35 2.9 
Independent 97.1 94.7 95.0 87.0 1125 93.8 
Walking Up/Down Stair 
Unable 2.7 5.3 4.3 16.7 81 6.8 
Needs Help 2.9 5.8 3.2 10.8 64 5.3 
Independent 94.3 88.9 92.5 72.5 1054 87.9 
Using Toilet 
Dependent 1.0 0.8 1.4 5.9 26 2.2 
Needs Help 0.7 3.3 1.4 4.1 26 2.2 
Independent 98.3 95.9 97.1 90.0 1147 95.7 
Bathing 
Dep/Needs Help 3.2 9.1 6.8 21.2 111 9.3 
Independent 96.8 90.9 93.2 78.8 1088 90.7 
Bladder Continence 
Incontinent 2.0 2.9 1.8 6.3 37 3.1 
Occasional Mishap 4.4 11.9 6.8 9.3 91 7.6 
Continent 93.6 85.2 91.4 84.4 1071 89.3 
Bowel Movement 
Incontinent 1.2 1.6 1.4 5.6 28 2.3 
Occasional Mishap 3.4 9.1 2,9 6.3 61 5.1 
Continent 95.3 89.3 95.7 88.1 1110 92.6 
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Levels of functional dependency in different age and 
sex groups of the elderly are shown in Table 3.5(C). The major-
ity of the elderly (76.73%) were able to maintain complete 
functional independence (score 20)• 18.5% of the elderly had mild 
impairment of functional ability (scored 15 to 19) and very few 
of them (4.75%) were moderately or severely functionally depend-
ent (scored 14 or below). 
As expected, the older age groups, especially female, 
had a higher frequency of functional disability. A greater 
percentage of older age elderly (33.0%) reported functional 
disabilities compared to the younger age group (16.0%). On the 
other hand, 84.0% of the younger age group were still able to 
maintain complete independent living while only 67.0% of the 
older age elderly were still able to maintain completely inde-
pendent living. In the younger age group, 2.5% were moderately 
or severely physically dependent compared with 7.8% in the 
older age group. Of the 279 elderly respondents who were 
functionally dependent and needed assistance with ADL, 118 
(42.3%) were men and 161 (57.7%) were women. 
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Table 3.5(B) Frequency of Incontinent 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 7 6 5 14 32 100.0 
% % % % 
Frequency of Bladder Incontinence 
>=1 - <7/Week 14.3 0.0 20.0 0.0 2 6.3 
>=1/Day 85.7 100.0 80.0 100.0 30 93.7 
N= 5 3 4 12 24 100.0 
% % % % 
Frequency of Faecal Incontinence 
>=1 - <7/Week 20.0 0.0 50.0 16.7 5 20.8 
>=1/Day 80.0 100.0 50.0 83.3 19 79.2 
Table 3.5(C) Differences in Barthel ADL Index* by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Barthel ADL Index 
20 86.2 74.5 80.7 60.2 920 76.7 
15 - 19 11.8 22.2 16.1 27.0 222 18.5 
< = 1 4 2.0 3.3 3.2 11.9 57 4.8 
Chi-Square D.F. 
Association between age and Barthel ADL Index 
among male 14.2*** 2 
Association between age and Barthel ADL Index 
among female 30.8*** 2 
Association between sex and Barthel ADL Index 
in age group 70-79 3.9 NS 2 
Association between age and Barthel ADL Index 
in age group >=80 17.6*** 2 
* P<0.05 ** P<0.01 *** P<0.001 
52 
3.6 Physical Health 
3.6.10 Self-Perceived Health of the Respondents 
Table 3.6(A) shows self-perceived health of the elderly 
respondents. About one-third (34.1%) of the elderly evaluated 
their health status as good, over one-third (37.5%) as average 
and 28.4% as bad. 
Chi-square tests showed significant differences among 
variations of self-perceived health in relation to sexes. As 
compared with males, the female elderly had a lower proportion 
evaluating their health status as good and a higher proportion 
evaluating their health status as bad. Surprisingly no signifi-
cant difference was seen between the younger and older age 
groups. 
Table 3.6(A) Differences in Self-Perceived Health by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Self-Perceived Health 
Good 36.9 39.5 27.1 32.3 409 34.1 
Average 40.5 35.0 38.9 33.5 449 37.5 
Bad 22.6 25.5 33.9 34.2 341 28.4 
Chi-Square D.F. 
Association between age and Self-Perceived 
Health among male 2.1 NS 2 
Association between age and Self-Perceived 
Health among female 2.4 NS 2 
Association between sex and Self-Perceived 
Health in age group 70-79 12.7** 2 
Association between age and Self-Perceived 
Health in age group >=80 5.1 NS 2 
* P<0.05 ** P<0.01 *** P<0.001 
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3.6.2.) Chronic Disease of the Respondents 
Only 22.3% of the elderly respondents had no chronic disease 
according to their reports. About three-quarters (77.7%) of the 
elderly respondents suffered from one or more chronic diseases 
and four or more concomitant chronic diseases were present in 
7.3% of the elderly. Women suffered from diseases significantly 
more than men. 
Table 3.6(B) Differences in Number of known chronic diseases by 
Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Number of known chronic diseases 
No Disease 24.1 28.0 17.1 19.7 267 22.3 
1 Disease 31.2 34.6 26.1 30.1 365 30.4 
2 Diseases 28.5 20.6 27.5 24.9 310 25.9 
3 Diseases 10.3 14.0 19.3 14.9 170 14.5 
>=4 Diseases 5.9 2.9 10.0 10.4 87 7.3 
Chi-Square D.F. 
Association between age and Number of chronic 
diseases among male 9.8* 4 
Association between age and Number of chronic 
diseases among female 3.21 NS 4 
Association between sex and Number of chronic 
diseases in age group 70-79 18.5** 4 
Association between age and Number of chronic 
diseases in age group >=80 16.2** 4 
* P<0.05 ** P<0.01 *** P<0.001 
Table 3.6(C) shows the prevalence of the different 
chronic diseases of the respondents whose diagnoses were made by 
physicians. The seven common chronic diseases among the elderly 
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were arthritis (35.8%), hypertension (32.3%), cardiac diseases 
(19.3%), peptic ulcer (16.3%), diabetes mellitus (10.26%), chron垂 
ic obstructive airways diseases or asthma (8.8%), and stroke 
(7.6%). The prevalence of dementia in the sample was 0.7% in the 
younger elderly and this increased to 2.6% in the older women. 
Except for chronic obstructive airway disease, asthma and tuber-
culosis, the prevalence of diseases was higher in women. Sur-
prisingly, there was no significant difference between the young-
er and older age groups. It is possible that the elderly with 
severe chronic diseases had a shorter life expectancy. 
Table 3.6(C) Differences in Chronic Diseases by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Chronic Diseases 
Arthritis 30.2 30.0 45.7 39.0 429 35.8 
Hypertension 31.2 24.3 38.9 34.2 387 32.3 
Cardiac Disease 16.2 16.0 25.0 20.8 231 19.3 
Peptic Ulcer 17.0 14.0 17.1 16.4 195 16.3 
Old Fracture 10.1 8.2 16.1 19.3 158 13.2 
C.O.A.D./Asthma 13.8 11.5 10.7 10.0 141 11.8 
Diabetes Mellitus 8.8 7.8 15.4 9.3 123 10.3 
Stroke 5.4 7.0 6.8 12.3 91 7.6 
Tuberculosis 5.9 4.5 0.0 1.1 38 3.2 
Malignancy 1.7 2.9 2.5 3.3 30 2.5 
Psychiatric 1.2 1.2 2.1 1.9 19 1.6 
Dementia 0.7 0.8 0.7 2.6 14 1.2 









































































































































































































































































































































3.7 Physical Impairment 
3.7.1 Sensory Perception Problem of the Respondents 
Table 3.7(A) shows the hearing and visual ability of 
the elderly. Over 70% (73,4%)^of the elderly said they had 
excellent to fair hearing. 8.6% of the elderly said they had poor 
hearing or were nearly deaf. Nearly 70% of the elderly (69.5%) 
considered their visual ability to be excellent to fair. About 
10% of the elderly (9.9%) said that they had poor vision or were 
nearly blind. Table 3.7(C) also shows eye diseases of the elder-
ly respondents whose diagnoses were made by doctors. 33.75% of 
the respondents suffered from cataract and 3.1% of the respond-
ents suffered from glaucoma. 
In general the rates of sensory problems were higher 
for females than males, and this difference increased with age. 
The older age elderly were more likely to have poor hearing 
ability or visual ability. 
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Table 3.7(A) Differences in Sensory Perception Problem by Age and 
Sex 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Hearing Ability 
Excellent/Good 59.7 42.4 55.0 35.7 596 49.7 
Average 23.8 23.5 21.8 25.7 284 23.7 
Fair Bad 12.5 18.1 18.9 24.9 215 17.9 
Poor 3.4 11.9 4.3 12.3 88 7.3 
Nearly or 0.5 4.1 0.0 1.5 16 1.3 
Completely Deaf 
Chi-Square D.F. 
Association between age and Hearing Ability 
among male 39.2*** 4 
Association between age and Hearing Ability 
among female 29.2*** 4 
Association between sex and Hearing Ability 
in age group 70-79 7.1 NS 4 
Association between age and Hearing Ability 
in age group >=80 7.7 NS 4 
Visual Ability 
Excellent/Good 60.2 43.2 46.1 27.9 554 46.2 
Average 21.9 23.5 25.7 22.7 279 23.3 
Fair Bad 12.3 24.3 19.3 31.6 248 20.7 
Poor 4.4 6.6 8.6 15.2 99 8.3 
Nearly or 1.2 2.5 0.4 2.6 19 1.6 
Completely Blind 
Chi-Square D.F. 
Association between age and Visual Ability 
among male 24.l*** 4 
Association between age and Visual Ability 
among female 30.9*** 4 
Association between sex and Visual Ability 
in age group 70-79 18.6*** 4 
Association between age and Visual Ability 
in age group >=80 19.6*** 4 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.7(B) Use of Hearing Aid and Glasses by Age and Sex 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Use of Hearing Aid 3.4 8.6 7.9 5.9 73 6.1 
Chi-Square D.F. 
Association between age and Use of Hearing 
Aid among male 7.1** 1 
Association between age and Use of Hearing 
Aid among female 0.5 NS 1 
Association between sex and Use of Hearing 
Aid in age group 70-79 5.7* 1 
Association between age and Use of Hearing 
Aid in age group >=80 1.0 NS 1 
Wear Glasses 57.7 47.7 47.1 38.7 587 49.0 
Chi-Square D.F. 
Association between age and Use of Glasses 
among male 5.7* 1 
Association between age and Use of Glasses 
among female 3.7 NS 1 
Association between sex and Use of Glasses 
in age group 70-79 7.1** 1 
Association between age and Use of Glasses 
in age group >=80 3.9* 1 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.7(C) Differences in Cataract and Glaucoma by Age and Sex 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 242 280 268 1197 100.0 
% % % % 
Cataract 
No 75.2 67.8 61.4 56.3 793 66.3 
Left/Right 9.1 11.2 16.1 11.6 140 11.7 
Both 15.7 21.1 22.5 32.1 264 22.1 
Chi-Square D.F. 
Association between age and Cataract 
among male 4.3 NS 2 
Association between age and Cataract 
among female 7.2* 2 
Association between sex and Cataract 
in age group 70-79 15.4*** 2 
Association between age and Cataract 
in age group >=80 8.5* 2 
N= 407 243 280 268 1198 100.0 
Glaucoma 
No 97.5 98.4 97.5 94.0 1161 96.9 
Left/Right 1.5 1.6 1.4 1.9 19 1.6 
Both 1.0 0.0 1.1 4.1 18 1.5 
Chi-Square D.F. 
Association between age and Glaucoma 
among male 2.4 NS 2 
Association between age and Glaucoma 
among female 5.3 NS 2 
Association between sex and Glaucoma 
in age group 70-79 0.0 NS 2 
Association between age and Glaucoma 
in age group >=80 10.3** 2 
* P<0.05 ** P<0.01 *** P<0.001 
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3.7.2 Skeletal Problems of the Respondents 
The prevalence of skeletal problems is shown in Table 
3.7. About 60% of the respondents complained that they had 
suffered from joint pain, and 28.5% of the respondents complained 
that the joint pain restricted their activities. 13.2% of the 
respondents had fractures of bones and 22.60% of the respondents 
had occurrence of joint deformity. The four commonest types of 
joint deformity were : wrist or hand deformity (9,5%)； back or 
spine deformity (5.6%)； neck deformity (5.1%)； and ankle or foot 
deformity (4.9%). Nearly one-third (31.3%) of the elderly re-
spondents needed to use mobility aids. The four kinds of walking 
aids which the elderly mostly used were: walking stick (22.2%), 
walking cane (2.6), walking frame (2.8), and wheel-chair (3.0). 
Chi-square tests show that there were significant 
differences in use of mobility aids and joint deformity in rela-
tion to the two age groups in both sexes. The older age elderly 
were more likely to use aids and have joint deformity. The 
group that was ambulant with mobility aids also showed a rising 
trend from 17.6% in the younger age group to 49.6% in the older 
age group. 
More women (70.1%) had joint pain than men (48.3%) , 
joint deformity (men 15.7%; women 30.8%), fracture (men 9.4%; 
women 17.7%). They were also more likely to use mobility aids 
compared with men (men 11.7%; women 42.6%). 
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Table 3.7(D) Differences in Joint Pain and Deformity by Sex and 
Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Joint Pain 
None 51.1 52.7 30.0 29.7 500 41.7 
J.P. not Restrict 29.0 24.7 32.9 32.3 357 29.8 
Activity 
J.P. Restrict 19.9 22.6 37.1 37.9 342 28.5 
Activity 
Chi-Square D.F, 
Association between age and Joint Pain 
among male 1.6 NS 2 
Association between age and Joint Pain 
among female 0.0 NS 2 
Association between sex and Joint Pain 
in age group 70-79 36.5*** 2 
Association between age and Joint Pain 
in age group >=80 28.9*** 2 
Joint Deformity 11.5 22.6 25.4 36.4 271 22.6 
Chi-Square D.F. 
Association between age and Joint Deformity 
among male 13.3*** 1 
Association between age and Joint Deformity 
among female 7.4** 1 
Association between sex and Joint Deformity 
in age group 70-79 21.3*** 1 
Association between age and Joint Deformity 
in age group >=80 ii.o*** 1 
Site of Joint Deformity 
Wrist or Hand 6.6 9.5 11.8 11.5 114 9.5 
Back or Spine 1.5 2.9 5.0 14.9 67 5.6 
Neck 2.0 4.9 5.0 10.0 61 5.1 
Ankle or Foot 2.7 4.9 6.1 7.1 59 4.9 
Knee 1.0 2.1 0.7 0.7 13 1.1 
Elbow 0.3 0.0 1.4 1.9 10 0.8 
Hip 0.0 0.4 0.7 0.7 5 0.4 
Shoulder 0.3 0.8 0.0 0.0 3 0.3 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.7(E) Differences in Fracture by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
....—r-i^-
Fracture 10.1 8.2 16.1 19.3 158 13.2 
Chi-Square D.F. 
Association between age and Fracture 
among male 0.4 NS 1 
Association between age and Fracture 
among female 0.8 NS 1 
Association between sex and Fracture 
in age group 70-79 4.9* 1 
Association between age and Fracture 
in age group >=80 12.1*** 1 
Table 3.7(F) Differences in Using Mobility Aids by Sex and Age 
Mobility Aids 
No 88.0 62.1 74.3 39.8 824 68.7 
Walking Stick 8.4 29.6 18.6 40.1 266 22.2 
Walking Cane 1.5 2.1 2.9 4.5 31 2.6 
Walking Frame/Oth. 1.0 4.5 1.8 8.2 42 3.5 
Wheel-chair 1.2 1.6 2.5 7.4 36 3.0 
Chi-Square D.F. 
Association between age and Walking Aid 
among male 64.0*** 4 
Association between age and Walking Aid 
among female 69.6*** 4 
Association between sex and Walking Aid 
in age group 70-79 21.5*** 4 
Association between age and Walking Aid 
in age group >=80 30.7*** 4 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.7(G) Differences in Walking Test by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Walking Step Continuity 
Walk Steady 93.1 84.0 87.9 73.2 1026 85.6 
Walk Unsteady 4.4 7.8 7.1 10.4 85 7.1 
Unsuccessful Walk 2.5 8.2 5.0 16.4 88 7.3 
Chi-Square D.F. 
Association between age and Walking Step 
Continuity among male 15.5*** 2 
Association between age and Walking Step 
Continuity among female 22.1*** 2 
Association between sex and Walking Step 
Continuity in age group 70-79 5.8 NS 2 
Association between age and Walking Step 
Continuity in age group >=80 9.6** 2 
N= 397 223 265 225 1110 100.0 
% % % % 
Walking Time for 16 Feet 
<=1 Sec./Ft. 93.7 75.3 83.8 54.7 885 79.7 
>1 - <1.5 Sec./Ft. 4.3 15.2 10.9 24.0 134 12.1 
>=1.5 Sec./Ft. 2.0 9.4 5.3 21.3 91 8.2 
Chi-Square D.F. 
Association between age and Walking Time 
among male 43.1*** 2 
Association between age and Walking Time 
among female 51.7*** 2 
Association between sex and Walking Time 
in age group 70-79 17.0*** 2 
Association between age and Walking Time 
in age group >=80 22.1*** 2 
Walking Steps for 16 Feet 
<=1 Step/Ft. 88.7 61.4 67.5 39.6 757 68.2 
>1 - <1.5 Step/Ft. 9.8 30.9 27.5 37.8 266 24.0 
>=1.5 Step/Foot 1.5 7.6 4.9 22.7 87 7.8 
Chi-Square D.F. 
Association between age and Walking Steps 
among male 64.4*** 2 
Association between age and Walking Steps 
among female 50.8*** 2 
Association between sex and Walking Steps 
in age group 70-79 44.7*** 2 
Association between age and Walking Steps 
in age group >=80 28.9*** 2 
* P<0.05 ** P<0.01 *** P<0.001 
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3.8 Cardio-vascular Complaints of the Respondents 
Table 3.8 shows the two main cardio-vascular com-
plaints: chest pain and high blood pressure. 16.9% of the elder-
ly had suffered from chest pain and 5.3% had suffered severe 
chest pain. At the time of our interview, 10.8% of the elderly 
had both systolic hypertension ( >= 160 mmHg) and diastolic 
hypertension (>= 90 mmHg), only 17.9% of the elderly had systol-
ic hypertension ( >= 160 mmHg) and 7.99% had diastolic hyperten-
sion (>=90 mmHg)• 
Table 3.8(A) Differences in Chest Pain by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 279 269 1198 100.0 
% % % % 
Chest Pain 
None 83.8 88.5 77.8 82.9 996 83.1 
Mild to Moderate 12.0 9.5 13.3 11.2 139 11.6 
Severe Chest Pain 4.2 2.1 9.0 5.9 63 5.3 
Chi-Square D.F. 
Association between age and Chest Pain 
among male 3.3 NS 2 
Association between age and Chest Pain 
among female 2.6 NS 2 
Association between sex and Chest Pain 
in age group 70-79 7. 1* 2 
Association between age and Chest Pain 
in age group >=80 5.5 NS 2 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.8(B) Differences in Blood Pressure by Sex and Age 
Sex Male Female Total Age 70-79 >=80 70-79 >=80 N % 
N= 406 242 279 269 1196 100.0 
% % % % 
Blood Pressure 
SBP >=160 and 12.6 12.4 10.4 7.1 129 10.8 
DBP >=90 
SBP >=160 and 12.3 20.7 19.4 22.3 214 17.9 
DBP <90 
SBP <160 and 9.9 5.0 8.2 4.5 87 7.3 
DBP >=90 
SBP <160 and 65.3 62.0 62.0 66.2 766 64.1 
DBP <90 
Chi-Square D.F. 
Association between age and Blood Pressure 
among male 11.6** 3 
Association between age and Blood Pressure 
among female 5.8 NS 3 
Association between sex and Blood Pressure 
in age group 70-79 6.8 NS 3 
Association between age and Blood Pressure 
in age group >=80 4.4 NS 3 
* P<0.05 ** P<0.01 *** P<0.001 
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3,9 Respiratory Problems of the Respondents 
Table 3.9 shows the prevalence of respiratory symptoms 
among the elderly. The majority of the elderly (77.0%) almost 
never or only rarely had trouble with breathing, about one-fifth 
of them (20.4%) had regular trouble with breathing while 2.7% 
complained that their breathing was never quite right. The most 
frequently reported symptom was morning sputum (26.6%). 8.3% of 
the elderly had wheezing in the past 12 months and 11.1% of them 
coughed up sputum on most days during at least 3 consecutive 
months for more than 2 successive years. 
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Table 3.9 Differences in Respiratory Problems by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Description of Breathing 
only rarely get 77.9 79.8 78.9 71.0 923 77.0 
trouble 
get regular 18.7 17.3 19.3 26.8 244 20.4 
trouble 
never quite 3.4 2.9 1.8 2.2 32 2.7 
right 
Chi-Square D.F. 
Association between age and Description of 
Breathing among male 0.4 NS 2 
Association between age and Description of 
Breathing among female 4.6 NS 2 
Association between sex and Description of 
Breathing in age group 70-79 1.7 NS 2 
Association between age and Description of 
Breathing in age group >=80 6.7* 2 
Wheezing in Chest 10.6 5.3 8.6 7.4 100 8.3 
Breathless not on 5.4 5.8 6.1 7.1 72 6.0 
exertion 
Sputum in the 27.5 38.3 20.7 20.8 319 26.6 
Morning 
Cough up Sputum 3 14.0 13.2 7.9 8.2 133 11.1 
months, > 2 yrs 
* P<0.05 ** P<0.01 *** P<0.001 
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3.10 Drug Taking by the Respondents 
Medicine taking is common among the elderly because 
they suffer more diseases and disabilities than the younger age 
group. The average number of drugs taken for each person was 2.5 
during the past 12 months with a standard deviation of 2.6. 
Nearly 60% of the elderly were taking prescribed drugs, but only 
one fourth of our respondents were taking non-prescribed drugs. 
Use of prescribed drugs was different between sexes, 
but did not differ between age groups. The number of women who 
used prescribed drugs was higher than men in both the younger 
and older age groups. Sex and age also showed no relation with 
the use of non-prescribed drugs. 
The 17 types of drugs that our respondents most often 
took are listed in Table 3.10(B). Cardiovascular drugs were the 
most common type, such as diuretics, antihypertensives, nitrogl-
yerides or cardiacglycosides. Vitamins and analgesics were still 
commonly prescribed for elderly. Antihypertensive drugs of all 
types were the single biggest group of drugs, used by 22.6 % of 
the elderly, followed by cardiac drugs (12.9%), vitamins or 
minerals (13.1%), Antacids or peptic ulcer remedy (11.6%) and 
analgesics (11.3%). Psychotropics or sedatives were used by 3.8% 
of the elderly. 
Use of vitamins, minerals or laxatives seemed to in-
crease with increasing age. However, the use of diabetic drugs 
seemed to decline with increasing age. 
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Table 3.10(A) Differences in Drug Taking by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Prescription Drugs 54.5 51.9 66.1 63.9 705 58.8 
Taking 
Chi-Square D.F. 
Association between age and Prescription 
Drugs Taking among male 0.3 NS 1 
Association between age and Prescription 
Drugs Taking among female 0.2 NS 1 
Association between sex and Prescription 
Drugs Taking in age group 70-79 8.7** 1 
Association between age and Prescription 
Drugs Taking in age group >=80 7.2** 1 
Non-prescription 24.8 26.7 28.2 25.3 313 26.1 
Drugs Taking 
Chi-Square D.F. 
Association between age and Non-prescription 
Drugs Taking among male 0.2 NS 5 
Association between age and Non-prescription 
Drugs Taking among female 0.5 NS 5 
Association between sex and Non-prescription 
Drugs Taking in age group 70-79 0.8 NS 5 
Association between age and Non-prescription 
Drugs Taking in age group >=80 0.1 NS 5 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.10(B) Differences in Drug Taking by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 ’ 280 269 1199 100.0 
% % % % 
Kinds of Drug Taking 
Antihypertensive 31.9 29.7 32.7 30.2 271 22.6 
(other than 
diuretic) 




Diuretic 9.3 8.2 7.5 9.4 77 6.4 
Vitamins or 13.6 18.4 18.1 24.3 157 13.1 
Minerals 
Antacids or 16.5 12.7 18.6 15.3 139 11.6 
Gastric Ulcer 
Remedy 
Analgesics or 15.1 10.8 17.3 18.8 136 11.3 
NSAID 
Diabetic Drugs 9.0 7.6 16.4 3.5 81 6.8 
Respiratory Drug 11.1 11.4 6.2 4.0 71 5.9 
(other than 
bronchodilator) 
Bronchodilator 8.6 5.1 5.3 7.4 59 4.9 
Laxatives 6.5 13.3 5.3 7.4 66 5.5 
Psychotropic or 3.6 3.2 8.8 5.0 45 3.8 
Sedatives 
Antibiotics 3.9 2.5 2.7 3.0 27 2.3 
C.N.S. Drugs 2.2 2.5 1.8 3.0 20 1.7 
Antihistamines 0.7 2.5 1.3 1.0 11 0.9 
Steroids or other 0.0 0.0 1.8 1.0 6 0.5 
Hormones 
Skin preparation 18.3 13.9 23.5 20.8 168 14.0 
Chinese Herbal 7.9 6.3 7.5 4.0 57 4.8 
71 
Over 70% of the elderly were taking at least one type 
of prescribed or non-prescribed drugs. 17.7% elderly were taking 
only one drug, 14.3% were taking two, 11.1% were taking three, 
8.5% were taking four and 20.5% were taking more than five [Table 
3.10(C)]. Sex was associated with the number of drugs taken, but 
there appeared to be no relationship between age groups and the 
number of drugs taken. Women used a greater number of drugs than 
men did. 
Table 3.10(C) Differences in Drugs Talcing by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 267 1197 100.0 
% % % % 
Number of Drugs Taking 
None 31.4 35.0 19.3 25.1 334 27.9 
1 Drug 19.2 15.6 15.4 19.9 212 17.7 
2 Drug 11.8 9.9 21.1 15.0 171 14.3 
3 Drug 9.6 14.4 11.4 10.1 133 11.1 
4 Drug 7.1 8.2 8.6 10.9 102 8.5 
>=5 Drug 20.9 16,9 24.3 19.1 245 20.5 
Chi-Square D.F. 
Association between age and Number of Drugs 
Taken among male 6.8 NS 5 
Association between age and Number of Drugs 
Taken among female 9.1 NS 5 
Association between sex and Number of Drugs 
Taken in age group 70-79 21.7*** 5 
Association between age and Number of Drugs 
Taken in age group >=80 11.3* 5 
* P<0.05 ** P<0.01 *** P<0.001 
72 
3.11 Health Habits of the Respondents 
Table 3.11 shows the frequencies of different types of 
health habits. It was found that about 51.8% of the elderly were 
smokers with an average of 43.6 years of smoking history but only 
17.4% of the elderly were current smokers with an average con-
sumption of 10.21 cigarettes per day. About 16.7% of the elder-
ly were alcohol drinkers. 63.6% of the elderly said they took 
physical exercises regularly, which was mostly morning walk. 
40.9% of the elderly respondents had problems with sleeping, and 
3.3% needed to take sleeping drugs. 
Chi-square tests show that there were significant 
age and sex differences in smoking or drinking habit. There were 
more current smokers among men (24.7% against 7.7% in women), 
more ex-smokers and the smoking history was longer. There were 
also more alcoholic drinkers among men (24.3% against 7.7% in 
women)• The younger men were more likely to be drinkers 
(younger men 28.0% ； older men 18.1%). Therefore the number 
of chronic drinkers alcoholics may be increasing in the 
future. 
Younger women were more likely to take physical exer-
cise than older women ( 68.2%; v. 56.1%). 
73 
Table 3.11(A) Differences in Smoking Habit by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 400 242 279 269 1190 100.0 
% % % % 
Smoking 
Non-smoker 27.5 31.8 71.3 71.0 577 48.5 
Ex-smoker 45.3 47.5 18.6 23.8 412 34.6 
Current smoker 27.3 20.6 10.0 5.2 201 16.9 
Chi-Square D.F. 
Association between age and Smoking 
among male 3.8 NS 2 
Association between age and Smoking 
among female 5.9 NS 2 
Association between sex and Smoking 
in age group 70-79 127.4*** 2 
Association between age and Smoking 
in age group >=80 82.1*** 2 
Cigarette Consumption 
None 73.2 79.4 90.0 94.8 989 83.1 
1 - 1 0 17.7 16.5 8.2 4.1 146 12.3 
> 10 9.1 4.1 1.8 1.1 55 4.6 
N= 406 242 279 264 1191 100.0 
Years of Smoking 
None 27.1 31.8 71.3 72.3 577 48.5 
1 - 2 0 12.1 12.0 7.9 8.0 121 10.2 
21 - 50 35.2 21.5 11.8 7.6 248 20.8 
> 50 25.6 34.7 9.0 12.1 245 20.6 
Chi-Square D.F. 
Association between age and Years of Smoking 
among male 15.0** 3 
Association between age and Years of Smoking 
among female 3.8 NS 3 
Association between sex and Years of Smoking 
in age group 70-79 134.1*** 3 
Association between age and Years of Smoking 
in age group >=80 86.5*** 3 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.11(B) Differences in Drinking and Exercise Habits by Sex 
and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Drinking 28.0 18.1 7.9 7.4 200 16.7 
Chi-Square D.F. 
Association between age and Drinking 
among male 7.6** 1 
Association between age and Drinking 
among female 0.0 NS 1 
Association between sex and Drinking 
in age group 70-79 41.2*** 1 
Association between age and Drinking 
in age group >=80 12.3*** 1 
Exercise 67.3 60.5 68.2 56.1 763 63.6 
Chi-Square D.F. 
Association between age and Exercise 
among male 2.8 NS 1 
Association between age and Exercise 
among female 8.0** 1 
Association between sex and Exercise 
in age group 70-79 0.0 NS 1 
Association between age and Exercise 
in age group >=80 0.8 NS 1 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.11(C) Differences in Sleeping Habit by Sex and Age 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Problems of Sleep 32.9 38.7 45.0 50.6 490 40.9 
Chi-Square D.F. 
Association between age and Problems of Sleep 
among male 2•0 NS 1 
Association between age and Problems of Sleep 
among female 1.5 NS 1 
Association between sex and Problems of Sleep 
in age group 70-79 9,7** 1 
Association between age and Problems of Sleep 
in age group >=80 6.8** 1 
N= 134 94 126 136 490 100.0 
% % % % 
Take Drug to Help 6.7 3.2 12.7 8.1 39 3.3 
Sleeping 
Chi-Square D.F. 
Association between age and Take Drug to Help 
Sleeping among male 0.8 NS 1 
Association between age and Take Drug to Help 
Sleeping among female 1.1 NS 1 
Association between sex and Take Drug to Help 
Sleeping in age group 70-79 2.0 NS 1 
Association between age and Take Drug to Help 
Sleeping in age group >=80 1.6 NS 1 
* P<0.05 ** P<0.01 *** P<0.001 
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3.12 Use of Health Services by the Respondents 
Table 3.12 shows the number of visits to doctors and 
hospitalization during the past 12 months. 15.8% of the elderly 
respondents did not visit a doctor (male 17.6% ； female 13.7%), 
38.7% had visited a doctor 1-6 times； 22.5% visited 7—12 times 
and 2.7% visited 13 or more times. The average number of doctor 
visits was 9.5 times during the past 12 months with a standard 
deviation of 12.2. 
More than half of the elderly (53.0%) utilized govern-
ment or subvented clinic services. Over half of the elderly 
(52.3%) had visited private general practitioners. Only about 10% 
of the elderly had visited traditional doctors. The majority 
(77.1%) of the elderly respondents were not hospitalized during 
the past 12 months. 22.9% of the elderly had been hospitalized 
once and 7.6% had been admitted to hospital more than once, with 
an average of 21.3 days in hospital. There were no significant 
age or sex difference in the use of health services. 
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Table 3.12(A) Use of Health Services in Past 12 Months 
Sex Male Female Total 
Age 70-79 >=80 70-79 >=80 N % 
N= 406 242 279 268 1195 100.0 
% % % % 
Frequency of Visit to Doctor 
Never 15.8 20.7 11.8 15.7 189 15.8 
1 - 6 40.1 40.9 37.6 35.4 462 38.7 
7 - 1 2 22.2 19.4 23.7 25.0 270 22.6 
>=13 21.9 19.0 26.9 23.9 274 22.9 
Chi-Square D.F. 
Association between age and Visit to Doctor 
among male 3.2 NS 3 
Association between age and Visit to Doctor 
among female 2.2 NS 3 
Association between sex and Visit to Doctor 
in age group 70-79 3.9 NS 3 
Association between age and Visit to Doctor 
in age group >=80 5.9 NS 3 
Physician Visit 
Private G.P. 53.4 47.1 56.6 50.5 625 52.3 
O.P.D. or Clinic 51.4 48.3 59.7 53.0 633 53.0 
Traditional 8.4 10.3 15.4 8.2 124 10.4 
Doctor 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 3.12(B) Use of Health Services in Past 12 Months 
Sex Male Female Total 
Age 70-79 >=80 70一79 >=80 N % 
N= 407 243 280 269 1199 100.0 
% % % % 
Hospital Admission 
Never 81.6 75.3 78.6 70.6 925 77.2 
Once 12.3 15.2 16.1 19.0 183 15.3 
More than Once 6.1 9.5 5.4 10.4 91 7.6 
Chi-Square D.F. 
Association between age and Hospital Admission 
among male 4.0 NS 2 
Association between age and Hospital Admission 
among female 6.3* 2 
Association between sex and Hospital Admission 
in age group 70-79 2.1 NS 2 
Association between age and Hospital Admission 
in age group >=80 1.7 NS 2 
N= 406 242 279 265 1192 100.0 
% % % % 
Number of Day in Hospital 
Never 81.8 75.6 78.9 71.7 925 77.6 
1 - 7 days 6.7 12.0 10.8 11.3 116 9.7 
>1 Week to 1 Month 7.9 8.3 8.2 12.5 108 9.1 
> One Month 3.7 4.1 2.2 4.5 43 3.6 
Chi-Square D.F. 
Association between age and Number of Day in 
Hospital among male 5.8 NS 3 
Association between age and Number of Day in 
Hospital among female 5.6 NS 3 
Association between sex and Number of Day in 
Hospital in age group 70-79 4.8 NS 3 
Association between age and Number of Day in 
Hospital in age group >=80 2.5 NS 3 
* P<0.05 ** P<0.01 *** P<0.001 
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Chapter 一4 
I . ) Factors— Associated 一 With—Functional一 Dependence 
One of the objectives of this study was to determine 
the factors associated with functional dependence. Respondents 
were divided into 3 groups : 1. the functional independent group 
( Barthel score 20) who can perform all the activities of daily 
living without assistance ； 2. the mildly functionally dependent 
group (score 15 - 19) ； 3. the moderately or severely functional-
ly dependent group (score 14 and below). 
4 .1 Sociodemographic profile by Barthel Index 
4 . 1 . 1 . ) Differences in Age, Sex, Marital Status and 
Educational Levels by Barthel ADL Index 
The associations between functional dependency and 
socio-demographic profiles (age , s exes , marital status and educa-
tional levels) are shown in Table 4 . 1 ( A ) . Those who were either 
of the older age group or female tended to have more chances of 
becoming functionally dependent. Those who had a lower level of 
education, were widowed, divorced, separated or never married 
were also more likely to become functionally dependent. 
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Figure 2. Disability proportion of males 
and females (Barthel Score < 20) 
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Table 4.1(A) Socio-demographic Profile by Barthel Index 
BARTHEL INDEX 20 15 - 19 <15 Chi-Square 
N % % % 
Age 
70 - 7 4 332 87.7 10.2 2.1 
75 - 79 355 80.6 16.6 2.8 
80 - 84 178 73.6 19.7 .. 6.7 
85 - 89 173 68.8 23•1 8.1 
>=90 161 57.8 33.5 8.7 68.2*** 
Sex 
Male 650 81.8 15.7 2.5 
Female 549 70.7 21.9 7.5 26.65*** 
Marital Status 
Married 558 82.3 14.7 3.0 
Widowed 560 71.3 22.5 6.3 
Divorced/Separated 18 72.2 22.2 5.6 
Single 63 77.8 15.9 6.3 20.46** 
Education 
>=Secondary 196 79.1 17.9 3.1 
Primary 283 83.4 13.1 3.5 
Bok Bok Chai School 264 75.0 22.3 2.7 
No Formal Education 454 72.7 19.8 7.5 21.60** 
* PCO.OS ** PCO.OI *** P<0.001 
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4.1.2.) Differences in major income, total monthly income, 
and household composition by Barthel ADL Index 
As shown in Table 4.1(B) & 4.1(C), there was an associ垂 
ation between functional dependence and major income, total 
monthly income, residence and household composition. Those whose 
major income came from government, the lower income group, and 
those who lived in institutions or lived with their families 
were more likely to be functionally dependent. The elderly who 
depended on disability allowance were more likely to be moder-
ately or severely physically dependent (scored 14 or lower) i.e., 
26.7% compared to the self-financed elderly, 0.5% • 
Table 4.1(C) also shows that 14.5% of the elderly 
living in institutions had the lowest level of score compared 
with 2.4% of the elderly living in the community. Over 80% of 
the elderly (81.2%) living in community had the highest score 
compared with less than 60% of the elderly (58.3) living in 
institutions. The majority of those living alone (80.8%) scored 
20. None of those who lived alone or lived with relatives had the 
lowest score. About 90% of the elderly who lived alone had the 
highest score. 
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Table 4.1(B) Major Income and Monthly Income by Barthel Index 
BARTHEL INDEX 
20 15 - 19 <15 Chi-Square 
N % % % 
Major Income 
Self Finance 220 88.2 11.4 0.5 
Family Support 406 80.5 15.5 3.9 
Old Age Allowance 243 75.7 22.2 2.1 
Public Assistance 239 74.1 21.3 4.6 
Disability Allowance 90 42.2 31.1 26.7 141.06*** 
Total Monthly Income 
> =2000 276 83.3 13.0 3.6 
1500 - 1999 184 77.2 15.8 7.1 
1000 - 1499 364 76.4 20.3 3.3 
500 - 999 227 77.1 18.5 4.4 
< 500 119 66.4 31.1 2.5 24.54** 
Table 4.1(C) Accommodation by Barthel Index 
Residence 
Community 964 81.2 16.4 2.4 Institution 235 58.3 27.2 14.5 82.96*** 
Type of Institution 
Old Age Hostel 125 76.0 20.8 3.2 
Old Age Home 63 52.4 36.5 11.1 
C & A Home/Infirmary 47 19.1 31.9 48.9 73.78*** 
Private/Subvented Institution 
Private 53 39.6 30.2 30.2 
Subvented 182 63.7 26.4 9.9 16.00*** 
Household Composition 
Live Alone 88 89.8 10.2 0.0 
Live with Relatives 87 86.2 13.8 0.0 Live with Family 789 79.7 17.4 2.9 
Live in Institution 235 58.3 27.2 14.5 89.40*** 
* P<0.05 ** P<0.01 *** PcO.OOl 
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4.2 Mental Health Status by Barthel ADL Index 
The relationship between different levels of physical 
dependency and mental health is shown in Table 4.2. There were 
statistically significant differences in mental score and depres-
sion scale between different levels of physical dependency. 
Those who had lower mental scores (scored 8-9 or scored 7 or 
below) or many geriatric depressive symptoms ( >=6 geriatric 
depression symptoms) tended to be more likely to have become 
functionally dependent. In contrast, those who had high mental 
scores or less geriatric depressive symptoms were more likely to 
be physically independent. 
Table 4.2 Mental Health Status by Barthel Index 
BARTHEL INDEX 
20 15 - 19 <15 Chi-Square 
N % % % 
Total Mental Score 
10 - 12 691 84.9 14.2 0.9 
8 - 9 227 77.5 18.9 3.5 < = 7 281 55.9 28.8 15.3 133.64*** 
Geriatric Depression Scale 
< 6 500 85.6 13.6 0.8 
> = 6 631 74.8 20.4 4.8 26.10*** 
* P<0.05 ** PCO.Ol *** PCO.OOl 
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4.3 Physical Health by Barthel ADL Index 
Table 4.3 shows the association between self-perceived 
health and the presence of chronic disease commonly affecting 
function, and the level of dependence. The respondents' self-
perceived health and chronic diseases such as stroke, cardiac 
disease, Parkinson's disease, dementia, psychiatric disease and 
malignancy, were found to be associated with different levels of 
functional dependence. Those with poor self-perceived health or 
any of the chronic diseases were more likely to be functionally 
dependent. Elderly with stroke, Parkinson's disease or dementia 
were particularly weak at performing activities of daily living 
(scored 14 or below)• In those having dementia, none had the 
highest score (20) Among those with moderately or severely 
impaired functional ability (scored 14 or below), 47.4% of them 
suffered from stroke. A large number of patients with stroke had 
walking difficulty and among those with dementia many had uri-
nary incontinence in addition. 
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Table 4.3 Physical Health by Barthel Index 
BARTHEL INDEX 
20 15 一 19 <15 Chi-Square 
N % % % 
Self-Perceived Health 
Good 409 84.6 13.2 2.2 
Average 449 75.9 19.6 4.5 
Bad 341 68.3 23.5 8.2 31.8*** 
Chronic Diseases 
Stroke 
No 1108 79.9 17.4 2.7 
Yes 91 38.5 31.9 29.7 156.88*** 
Dementia 
No 1185 77.6 18.4 4.0 Yes 14 0.0 28.6 71.4 144.11*** 
Old Fracture 
No 1041 78.8 17.5 3.7 
Yes 158 63.3 25.3 11.4 25.70*** 
Parkinson's Disease 
No 1186 77.2 18.3 4.5 
Yes 13 30.8 38.5 30.8 25.15*** 
Malignancy 
No 1169 77.4 17.8 4.8 
Yes 30 50.0 46.7 3.3 16.17*** 
Cardiac Disease 
No 968 78.5 17.5 4.0 
Yes 231 69.3 22.9 7.8 10.67** 
Psychiatric Disease 
No 1180 77.1 18.2 4.7 
Yes 19 52.6 36.8 10.5 6.32* 
Number of Known Chronic Diseases 
No Disease 267 84.3 13.9 1.9 
1 Diseases 365 84.4 12.3 3.3 
2 Diseases 310 73.9 22.6 3.5 
3 Diseases 170 64.1 29.4 6.5 
>=4 Diseases 87 56.3 23.0 20.7 93.41*** 
* P<0.05 ** PCO.Ol *** P<0.001 
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4.4 Physical Impairment by Barthel Index 
The relationship between levels of functional dependen-
cy and physical impairments is shown in Table 4.4. Visual impair-
ment, skeletal problems, and use of mobility aids were associated 
with functional dependency. Visual impairment, joint pain, 
external deformity, fracture or the use of mobility aids were 
more common in those who were functionally dependent. 
Table 4•4(A) Sensory Perceptions by Barthel Index 
BARTHEL INDEX 20 15 - 19 <15 Chi-Square 
N % % % 
Hearing Ability 
Excellent/Good 596 83.1 14.6 2.3 
Average 284 72.9 20.4 6.7 
Fair Bad/Poor 303 68.6 23.8 7.6 
Nearly or 16 62.5 31.3 6.3 32.76*** 
Completely Deaf 
Visual Ability 
Excellent/Good 554 83.2 13.5 3.2 
Average 279 76.3 19.4 4.3 
Fair Bad/Poor 347 67.4 25.9 6.6 
Nearly or 19 63.2 15.8 21.1 41.26*** 
Completely Blind 
Cataract 
No 793 77.9 17.3 4.8 Left/Right 140 71.4 23.6 5.0 
Both 264 76.1 19.7 4.2 3.66 NS 
Glaucoma 
No 1161 77.0 18.2 4.8 
Left/Right 19 73.7 26.3 0.0 
Both 18 66.7 33.3 0.0 4.89NS 
* P<0.05 ** P<0.01 *** P<0.001 
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Table 4.4(B) Skeletal Problems by Barthel Index 
BARTHEL INDEX 
20 15 - 19 <15 Chi-Square 
N % % % 
Joint Pain 
No 500 78.0 16.8 5.2 
JP not Rest. Act 357 80.1 16.8 3.1 
JP Restrict Act 342 71.3 22.8 5.8 9.86* 
External Deformity 
No 928 79.2 16.3 4.5 
Yes 271 68.3 26.2 5.5 14.88*** 
Fracture 
No 1041 78.8 17.5 3.7 
Yes 158 63.3 25.3 11.4 25.70*** 
Mobility Aid 
No 824 87.7 11.9 0.4 
Walking Stick 266 67.7 30.8 1.5 
Walking Cane/Frame 65 20.0 53.8 26.2 
Wheel-chair/others 44 9.1 15.9 75.0 713.28*** 
* P<0.05 ** PCO.Ol *** P<0.001 
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Table 4.5 Drugs Taking by Barthel Index 
Prescribed and non-prescribed drugs taking were associ-
ated with different levels of functional dependence. Subjects who 
were functionally dependent more commonly took prescribed drugs. 
No statistical difference was found in the number of drugs taken 
among the three groups of elderly. 
Table 4.5 Drugs Taking by Barthel Index 
BARTHEL INDEX 
20 1 5 - 1 9 <15 Chi-Square 
N % % % 
Prescription Drugs Taking 
No 494 81.4 15.6 3.0 
Yes 705 73.5 20.6 6.0 11.47** 
Non-Prescription Drugs Taking 
No 886 76.9 17.5 5.6 
Yes 313 76.4 21.4 2.2 7.57* 
Number of Drugs Taking 
None 334 81.7 14.1 4.2 
1 Drug 212 79,2 17.0 3.8 
2 Drugs 171 78.4 15.8 5.8 
3 Drugs 133 70.7 24.8 4.5 
4 Drugs 102 68.6 27.5 3.9 
>=5 Drugs 245 73.9 20.4 5.7 17.09 NS 
* P<0.05 ** P<0.01 *** P<0.001 
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4.6 Health Habits by Barthel Index 
The relationship between various levels of functional 
dependency and health habits is shown in Table 4.6. Chi-square 
tests showed that there were significant differences in smoking, 
physical exercises and problems of sleeping between different 
levels of functional ability. There were more current non-
smokers , ex-smokers and subjects who had less years of smoking 
among those who were functionally dependent. This may be ex-
plained by the fact that more disabled people live in institu-
tions, where smoking is prohibited. 
As for those who had problems with sleeping, or those 
who did exercises regularly, they tended to have more chances of 
becoming physically disable. It is probably because the physi-
cally disable elderly were encouraged to do physical exercises by 
their families and the staff of institutions. Actually, the 
institution assigned the programs of physical exercises and 
physiotherapy for the physically disabled elderly. 
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Table 4.6 Health Habits by Barthel Index 
BARTHEL INDEX 
20 1 5 - 1 9 <15 Chi-Square 
N % % % 
Smoking 
Nonsmoker 577 73.1 20.5 6.4 
Ex-smoker 412 78.4 17.5 4.1 
Current Smoking 201 83.6 14.9 1.5 13.4* 
Consumption of Cigarette 
None 989 75.3 19.2 5.5 
1-10 Sticks/Day 146 84.2 14.3 1.4 
>10 Sticks/Day 55 81.8 16.4 1.8 13.4* 
Years of Smoking 
None 577 73.1 20.5 6.4 
1 - 2 0 121 74.4 22.3 3.3 
21 - 50 248 83.5 12.5 4.0 
> 50 245 80,8 18.0 1.2 21.00** 
Physical Exercise 
No 436 81.7 16.1 2.2 
Yes 763 68.1 22.7 9.2 41.28*** 
Problems of Sleep 
No 709 79.4 16.4 4.2 
Yes 490 72.9 21.6 5.5 6.97* 
* P<0.05 ** P<0.01 *** P<0.001 
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4.7 Use of Health Services by Barthel Index 
The relationship between different levels of functional 
dependency and use of health services is shown in Table 4.7. Chi-
square tests showed that there were significant differences in 
the frequency of admission to hospital and time spent in hospital 
between different functional ability levels. Those who had been 
admitted at least once in the past 12 months, or those who spent 
more than one week in hospital tended to have more chances of 
being functionally dependent. Elderly who were moderately or 
severely functionally dependent had higher frequency of admission 
to hospital and spent longer time in hospital. 
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Table 4.7 Use of Health Services in the Past 12 Months by Barthel 
Index 
BARTHEL INDEX 
20 15 - 19 <15 Chi-Square 
N % % % 
Frequency of Visit to Doctor 
Never 189 77.3 18.0 4.8 
1 - 6 462 81.0 15.0 4.1 
7 - 1 2 270 74.4 20.4 5.2 
>=12 274 71.9 22.6 5.5 9.16 NS 
Visit a Private G. P. 
No 570 74.9 18.8 6.3 
Yes 625 78.4 18.2 3.4 5.98 NS 
Visit to O.P.D. or Clinic 
No 560 78.8 17.3 3.9 
Yes 633 75.0 19.4 5.5 2.84 NS 
Visit a Chinese Traditional Doctor 
No 1072 75.9 18.8 5.3 
Yes 124 83.1 16.9 0.0 7.53* 
Hospital Admission 
Never 925 79.9 17.1 3.0 
Once 183 70.5 21.3 8.2 
More than Once 91 57.1 27.5 15.4 44.43*** 
Number of Days in Hospital 
Never 925 79.9 17.1 3.0 
1 - 7 days 116 80.2 16.4 3.4 
> 1 WK TO 1 MONTH 108 61.1 24.1 14.8 
> One Month 43 44.2 39.5 16.3 66.56*** 
* P<0.05 ** P<0.01 *** P<0.001 
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II •) Findinas—of—Risk—Factors—for—Disability 
4.8 Sociodemographic Factors 
Univariate analysis showed that the risk of disability 
(as defined by Barthel Index lower than 20) increased with age, 
especially for those aged above 80 years, when compared with the 
70-74 years age group. Females had an increased risk of 1.87 (95 
percent CI 1.43-2.45) compared with males. 
Table 4.8(A) Odds Ratios (and 95 Percent Confidence Intervals) of 
Barthel Index for Age and Sex as Estimated by the 
Logistic Regression Analysis 
Age and Sex Variables Odds Ratio 95% Confidence Interval 
Age 
70 - 74 1.00 
75 - 79 1.71* 1.13-2.61 
80 - 84 2.55*** 1.60-4.06 
85 - 89 3.22*** 2.04-5.10 
90+ 5.18*** 3.30-8.16 
Sex 
Female/Male 1.87*** 1.43-2.45 
* P<0.05 ** PCO.Ol *** P<0.001 
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The age and sex adjusted odds ratios (OR) and approxi-
mate 95% confidence interval (CI) for disability are shown in 
Tables 4.8-4.14. 
For those living with spouse or other family members, 
the risk of disability was over 2.5 times higher than for those 
living alone. This may indicate that those who live alone with 
high disability need institutional care and therefore the disa-
bled is less likely to be living alone. 
The subjects who lived in institutions had a 1.87-fold 
risk of disability as compared with those living in community. 
Among those living in institutions, the subjects who lived in 
Home For The Aged and C & A Home had 2.46 and 14.75-fold risk 
respectively as compared with those who lived in Hostel For The 
Aged. In addition, those subjects who lived in private institu-
tion had a 2.98-fold risk of disability compared to those living 
in subvented institution. 
No statistical significance was found in the marital 
status, educational background and monthly income associations 
with disability after the age and sex had been adjusted for. 
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Table 4.8(B) Odds Ratios (and 95 Percent Confidence Intervals) of 
Barthel Index for Socio-demographic Variables 
Adjusted for Age and Sex as Estimated by the 
Multiple Logistic Regression Analysis 
Socio-demographic Variables Odds Ratio 95% Confidence Interval 
Marital Status 
Married 1.00 
Widowed 1.02 NS 0.71-1.45 
Divorced/Separated 1.21 NS 0.40-3.65 
Single 0.73 NS 0.37-1.45 
Education 
>=Secondary 1.00 
Primary 0.66 NS 0.41-1.07 
Bok Bok Chai School 0.98 NS 0.62-1.55 
No Formal Education 0.71 NS 0.44-1.15 
Major Income 
Self-finance 1.00 
Family Support 1.35 NS 0.83-2.21 
Old Age Allowance 1.39 NS 0.81-2.37 
Public Assistance 1.22 NS 0.70-2.12 
Disability Allowance 5.89*** 3.19-10.89 
Total Monthly Income 
> =2000 1.00 
1500 - 1999 1.09 NS 0.67-1.77 
1000 - 1499 0.92 NS 0.60-1.42 
500 - 999 0.87 NS 0.54-1.40 
< 500 1.55 NS 0.92-2.61 
* P<0.05 **P,0.01 ***P,0.001 
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Table 4.8(C) Odds Ratios (and 95 Percent Confidence Intervals) of 
Barthel Index for Accommodation Variables Adjusted 
for Age and Sex as Estimated by the Multiple Logis-
tic Regression Analysis 
Accommodation Variables Odds Ratio 95% Confidence Interval 
Household Composition 
Live Alone 1.00 
Live with Spouse 2.57* 1.21-5.45 
Live with Family 2.91** 1.39-6.12 
Live with Relative 1.38 NS 0.34-5.70 
Live with Friend 1.41 NS 0.52-3.80 
Live in Institution 4.38*** 2.07-9.29 
Residence 
Community 1.00 
Institution 1.87 ** 1.33-2.64 
Type of Institution 
Old Age Hostel 1.00 
Old Age Home 2.46 ** 1.27-4.76 
C & A Home/Infirmary 14.75 ** 6.24-34.86 
Private/Subvented Institution 
Subvented 1.00 
Private 2.98 ** 1.56-5.69 
* P<0.05 **P,0.01 ***P,0.001 
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4.9. Mental Health 
Subjects who were classified as having severe mental 
impairment, i.e. poor score in cognitive functioning on sub-test 
of Pattie and Gilleard, had a 2.25 times higher risk of disabili-
ty as compared to those who had a good score on the sub-test. 
A high score of geriatric depression symptoms did not 
seem to have a significant influence on disability (Table 4.9). 
Table 4.9 Odds Ratios (and 95 Percent Confidence Intervals) of 
Barthel Index for Mental Health Variables Adjusted for 
Age and Sex as Estimated by the Multiple Logistic 
Regression Analysis 
Mental Health Variables Odds Ratio 95% Confidence Interval 
Mental Score 
Good (10 - 12) 1.00 
Fair (8 - 9) 1.07 NS 0.71-1.62 
Poor (<= 7) 2.25*** 1.54-3.28 
Geriatric Depression Symptoms 
Low (<6) 1.00 
High (>= 6) 0.91 NS 0.37-2.24 
* P<0.05 **P,0.01 0.001 
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4.10 Health Status 
Table 4.10(A) shows that subjects who evaluated their 
current health status as being bad had a significant 2.63 times 
higher risk of disability. 
After controlling for sex and age, among the lists of 
diseases that the subjects had experienced, Parkinson's disease, 
stroke, malignancy, psychiatric disorder, tuberculosis, old 
fracture, cardiac disease, diabetes mellitus and arthritis had a 
significant association with disability (p < 0.05) [Table 
4.10(b)]. 
Subjects who had Parkinson's disease were 9.06 time 
more likely to suffer from disability, while those with stroke, 
malignancy and old fracture were 6.53, 3.30 and 2.02 times more 
likely to suffer from disability respectively. Odds ratios of 
disability rose steeply with increased number of reported dis-
eases. 
In those with dementia, none had the highest Barthel 
Score (20) and therefore the odds ratios (OR) and approximate 95% 
confidence interval (CI) could not be computerized. 
Table 4.10(A) Odds Ratios (and 95 Percent Confidence Intervals) 
of Barthel Index for Self-Perceived Health Variable 
Adjusted for Age and Sex as Estimated by the 
Multiple Logistic Regression Analysis 




Average 1.86*** 1.30-2.66 
Bad 2.63*** 1.82-3.80 
* P<0.05 **P,0.01 0.001 
Table 4.10(B) Odds Ratios (and 95 Percent Confidence Intervals) 
of Barthel Index for Chronic Disease Variables 
Adjusted for Age and Sex as Estimated by the Multi-
ple Logistic Regression Analysis 
Chronic Disease Variables Odds Ratio 95% Confidence Interval 
Parkinson's Disease 
Yes/No 9.06*** 2.67-30.78 
Stroke 
Yes/No 6.53*** 4.10-10.41 
Malignancy 
Yes/No 3.30** 1.54-7.04 
Psychiatric 
Yes/No 2.91* 1.11-7.59 
Tuberculosis 
Yes/No 2.16* 1.04-4.53 
Old Fracture 
Yes/No 2.02*** 1.40-2.93 Cardiac Disease Yes/No 1.71** 1.23-2.39 Diabetes Mellitus Yes/No 1.56* 1.02-2.39 Arthritis Yes/No 1.36* 1.02-1.81 
C.O.A.D./Asthma 
Yes/No 1.46 NS 0.97-2.21 
Hypertens ion 
Yes/No 1.13 NS 0.84-1.52 
Peptic Ulcer 
Yes/No 0.95 NS 0.65-1.39 
Number of Known Chronic Diseases 
No Disease 1.00 
1 Diseases 1.03 NS 0.65-1.61 
2 Diseases 2.33*** 1.50-3.61 
3 Diseases 3.45*** 2.14-5.58 
>=4 Diseases 4.95*** 2.79-8.80 
*.P<0.05 **P,0.01 ***P,0.001 
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4.11 Physical Impairment 
Subjects who said they had fairly bad to poor hearing 
had a 1.64-fold risk of disability compared with subjects who 
said they had excellent or good hearing, while subjects who said 
they were nearly or completely deaf had a 2.25-fold risk, with 
the 95 percent confidence interval 1.0 included. 
Subjects who said they had fairly bad to poor visual 
ability had a 1.71-fold risk of disability compared with 
subjects who said they had excellent or good visual ability while 
subjects who said they were nearly or completely blind had a 
1.92-fold risk, with the 95 percent confidence interval 1.0 
included. 
Neither cataract nor glaucoma was found to have a 
significant effect on disability. 
Subjects who had external deformity and who had severe 
chest pain had a 1.32-fold risk and 1.74-fold risk respectively, 
with borderline significance. Subjects who had joint pain were 
not found to have a significant association with disability. 
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Table 4.11(A) Odds Ratios (and 95 Percent Confidence Intervals) 
of Barthel Index for Sensory Perception Variables 
Adjusted for Age and Sex as Estimated by the Multi-
ple Logistic Regression Analysis 
Sensory Perception Odds Ratio 95% Confidence Interval 
Hearing Ability 
Excellent/Good 1.00 
Average 1.65** 1.16-2.33 
Fair Bad/Poor 1.64** 1.16-2.30 
Nearly or Completely 2.25 NS 0.78-6.48 
deaf 
Visual Ability Excellent/Good 1.00 
Average 1.28 NS 0.89-1.85 
Fair Bad/Poor 1.71** 1.22-2.39 




Left/Right Eye 1.42 NS 0.93-2.15 
Both Eyes 0.95 NS 0.67-1.33 
Glaucoma 
No 1.00 
Left/Right Eye 1.16 NS 0.40-3.33 
Both Eyes 1.34 NS 0.48-3.75 
* P<0.05 **P,0.01 ***P,0.001 
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Table 4.11(B) Odds Ratios (and 95 Percent Confidence Intervals) 
of Barthel Index for Skeletal Problems Variables 
Adjusted for Age and Sex as Estimated by the Multi-
ple Logistic Regression Analysis 
Skeletal Problems Variables Odds Ratio 95% Confidence Interval 
Joint Pain 
None 1.00 Joint Pain not Restrict 
Activity 0.80 NS 0.57-1.14 
Joint Pain Restrict Activity 1.21 NS 0.86-1.69 
External Deformity 
Yes/No 1.32 NS 0.96-1.82 
Mobility Aids 
No Need 1.00 
Walking Stick 2.61*** 1.83-3.73 
Walking Cane 15.04*** 6.67-33.90 
Walking Frame/Other 25.95*** 11.05-60.94 
Wheel-chair 207.78*** 28.01-1541.6 
Table 4.11(C) Odds Ratios (and 95 Percent Confidence Intervals) of Barthel Index for Cardiac and Respiratory Prob-
lems Variables Adjusted for Age and Sex as Estimat-
ed by the Multiple Logistic Regression Analysis 
Cardiac and Respiratory Odds Ratio 95% Confidence 
Problems Variables Interval 
Chest Pain 
None 1.00 
Mild to Moderate 1.09 NS 0.70-1.68 
Severe Chest Pain 1.74 NS 0.98-3.09 
Description of Breathing 
Never or Only Rarely 1.00 Get Trouble 
Get Regular Trouble 1.49* 1.07-2.07 
Never Quite Right 0.96 NS 0.38-2.41 
* P<0.05 **P,0.01 ***P,0.001 
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4•12 Drug 
Subjects who had taken prescribed drugs had a 1.67-fold 
risk of disability. Subjects who had taken non-prescribed drugs 
and an increased number of quantity of drugs did not seem to be 
at greater risk of having disability. 
Table 4.12 Odds Ratios (and 95 Percent Confidence Intervals) of 
Barthel Index for Drugs Taking Variables Adjusted for 
Age and Sex as Estimated by the Multiple Logistic 
Regression Analysis 
Drugs Taking Variables Odds Ratio 95% Confidence Interval 
Prescription Drugs Taking 
Yes/No 1.67*** 1.24-2.24 
Non-prescription Drugs Taking 
Yes/No 1.03 NS 0.75-1.41 
Number of Drugs Taking 
Yes/No 1.08** 1.03-1.14 
* P<0.05 **P,0.01 ***P,0.001 
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4.13 Health Service 
Having been hospitalized in the past year was associat-
ed with a 1.27-fold disability risk. There was no significant 
association with disability with the frequency of visits to 
doctor after the age and sex had been adjusted for. 
Table 4.13 Odds Ratios (and 95 Percent Confidence Intervals) of 
Barthel Index for Health Services Variables Adjusted 
for Age and Sex as Estimated by the Multiple Logistic 
Regression Analysis 
Health Services Variables Odds Ratio 95% Confidence Interval 
Frequency of Visit, to Doctor 
Yes/No 1.01 NS 1.00-1.02 
Visit a Private G. P. 
Yes/No 1.00 NS 0.99-1.02 
Visit to O.P.D. or Clinic 
Yes/No 1.02** 1.01-1.04 
Visit a Chinese Traditional Doctor 
Yes/No 0.94 NS 0.87-1.02 
Hospital Admission 
Yes/No 1.27*** 1.11-1.46 
Number of Days in Hospital 
Yes/No 1.02** 1.01-1.03 
* P<0.05 **P,0.01 0.001 
105 
4.14 Final Regression Model 
All of the significant or nearly significant age- and 
sex- adjusted variables were entered into a multivariate logistic 
regression model to find out the risk factors for disability. 
Table 4.14 shows the most important risk factors for disability 
which remained significant or were of borderline significance in 
the multivariate analysis model. 
Age and a history of stroke were found to be the most 
important factors for disability, followed by Parkinson's dis-
ease, malignancy, psychiatric disorder, tuberculosis, self-per-
ceived health, mental score, fracture, cardiac disease, living in 
institution and visual ability. 
After adjustment for the other high risk factors, fe-
males were no more likely to have an increased risk of disabili-
ty than males. Odds ratios for disability rose with age (age 75 
and above), especially the advanced age group (aged 90 and above) 
who had a 3.45-fold risk of disability compared with the 70 - 74 
years age group. Odds ratios for disability rose steeply with 
poor self-perceived health or poor mental score. 
Medical factors, such as certain chronic diseases: 
stroke, dementia, Parkinson's disease, malignancy, psychiatric 
disorder, tuberculosis, old fracture and cardiac disease all had 
a significant (p < 0.05) or nearly significant effect on the risk 
of disability by altering the health status. 
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Table 4.14(A) Final Odds Ratios (and 95 Percent Confidence Inter-
vals) of Barthel Index as Estimated by the Multiple 
Logistic Regression Analysis 
Variables Odds Ratio 95% Confidence Interval 
Age 
70 - 74 1.00 
75 - 79 1.59* 1.00-2.53 
80 - 84 1.78* 1.03-3.08 
85 - 89 1.89* 1.07-3.33 
90+ 3.45*** 1.94-6.12 
Sex Female/Male 1.14 NS 0.80-1.64 
Major Income 
Self-finance 1.00 
Family Support 1.16 NS 0.69-1.96 
Old Age Allowance 1.21 NS 0.68-2.16 
Public Assistance 0.81 NS 0.43-1.50 
Disability Allowance 2.87** 1.44-5.73 
Residence 
Community 1.00 
Institution 1.65* 1.08-2.53 
Mental Score 
Good (10-12) 1.00 
Fair (8 - 9) 1.04 NS 0.66-1.62 
Poor (<= 7) 1.78** 1.16-2.73 
Hearing Ability 
Excellent/Good 1.00 
Average 1.47 NS 0.99-2.18 
Fair Bad/Poor 1.31 NS 0.89-1.92 




Average 1.20 NS 0.79-1.80 
Fair Bad/Poor 1.49* 1.02-2.20 
Nearly or Completely 1.72 NS 0.60-4.93 
Blind 
* P<0.05 **P,0.01 ***P,0.001 
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Table 4.14(B) Final Odds Ratios (and 95 Percent Confidence Inter-
vals) of Barthel Index as Estimated by the Multiple 
Logistic Regression Analysis 
Self-Perceived Health 
Good 1-00 Average 1.51* 1.02-2.24 
Bad 1.87** 1.24-2.82 
Stroke 
Yes/No 4.97*** 2.95-8.37 
Parkinson's Disease 
Yes/No 4.03* 1.06-15.30 
Malignancy 
Yes/No 3.20** 1.38-7.43 
Psychiatric 
Yes/No 3.11* 1.10-8.82 
Tuberculosis 
Yes/No 2.50* 1.10-5.66 
Old Fracture 
Yes/No 1.66* 1.09-2.52 
Cardiac Disease 
Yes/No 1.65** 1.13-2.40 
* P<0.05 **P,0.01 0.001 
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CHAPTER 一5 
I.) Factors一 Associated 一 with 一 I n s t i t u t i o n a l i z a t i o n 
Factors associated with institutionalization were 
examined. At the time of the interview 964 ( 8 0 . 4 % ) of the elder-
ly respondents lived in the community and 2 3 5 ( 1 9 . 6 % ) lived in 
institution. 
5 .1 Socio-demographic profile by Residential Types 
5 . 1 . 1 . ) Age, Sex, Marital Status and Educational Levels by 
Residential Type 
About 20% of the elderly ( 1 9 . 6 % ) respondents lived in 
institutions. Among the 235 elderly respondents who lived in 
institutions, 66 ( 2 8 . 1 % ) were males and 1 69 ( 7 1 . 9 % ) were females. 
Those who were of older age, females, widowed, divorced, separat-
ed, single, and those who had lower level education tended to be 
more likely to be living in an institution. 
Figures 3. Proportion of males and 
females in institutions 
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Among those living in institutions, about three quar-
ters (74%) were widowed, divorced or separated and 12.3% were 
married while in those elderly respondents living in the communi-
ty, 41.9% were widowed, divorced or separated. Over half (50.8%) 
of the elderly who were never married lived in institutions. 
Institutionalized subjects also had lower educational levels. 
Table 5.1(A) Socio-demographic Profiles by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 % % 
Age 
70 - 74 33.8 2.6 
75 - 79 32.8 16.6 
80 - 84 13.1 22.1 
85 - 89 11.3 27.2 
>=90 9.0 31.5 198.1*** 
Sex 
Male 60.6 28.1 Female 39.4 71.9 79.07*** 
Marital Status 
Married 54.9 12.3 
Widowed 40.6 71.9 
Divorced/Separated 1.3 2.1 
Single 3.2 13.6 152.89*** 
N= 962 235 
Education 
>=Secondary 18.4 8.1 
Primary 24.8 18.7 
Bok Bok Chai School 23.3 17.0 
No Formal Education 33.5 56.2 44.28*** 
*P<0.05 **P<0.01 ***P<0.001 
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5.1.2.) Major income and total monthly income by Residential 
Type 
The major and total monthly income also showed signifi-
cant differences between community and institution living sub-
jects {Table 5.1(B)}. Those whose major income relied on govern-
ment sources such as public assistance or disability allowance 
were much more likely to live in institutions (54.3% and 14.5% 
respectively), while the percentages of those living in community 
whose major income was public assistance or disability allowance 
were lower (11.6% and 5.8% respectively). 
A greater percentage of those living in institutions 
(70.1%) were of monthly income from $1000 - $1999 compared to 
those living in community (41.5%) • In contrast, a greater per-
centage of those living in the community were either in the 
higher income group (monthly income >= $2000) or lower income 
group (monthly income < $500) compared to those living in insti-
tutions. The fact that elderly respondents who lived in insti-
tutions were more likely to have public assistance and/or disa-
bility allowance while the community elderly were supported by 
families probably accounts for this observation. 
Ill 
Table 5.1(B) Socio-demographic Profiles by Residential Type 
RESIDENTIAL TYPE Community Institution Chi-Square 
N= 964 234 
% % 
Major Income 
Self-finance 21.6 5.1 
Family Support 38.9 13.2 
Old Age Allowance 22.1 12.8 
Public Assistance 11.6 54.3 
Disability Allowance 5.8 14.5 263.08*** 
N= 952 218 
Total Monthly Income 
> =2000 26.8 9.6 
1500 - 1999 15.1 18.3 
1000 - 1499 26.4 51.8 
500 - 999 20.9 12.8 
< 500 10.8 7.3 68.33*** 
*P<0.05 **P<0.01 ***P<0.001 
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5.2 Mental Health Status by Residential Types 
The relationship between different residential types 
and mental health status is shown in Table 5.2. The Chi-square 
tests show significant differences in mental score and levels 
of geriatric depression between residential types. The institu-
tional elderly were more likely to have poor mental status and 
more depressive symptoms than the community elderly. 
Nearly half (49.4%) of the elderly respondents who 
lived in institutions had the lowest mental score (scored <=7) 
while only 17.1% of the community elderly had the lowest score. 
In contrast, only 25.1% of the institutional elderly respondents 
had the highest mental score (scored 10-12) and 65.6% of the 
community elderly had the highest mental score. 
Table 5.2 Mental Health Status by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 
% % 
Mental Score 
10 - 12 65.6 25.1 
8 - 9 17.3 25.5 < = 7 17.1 49.4 144.20*** 
Geriatric Depression Scale < 6 46.8 32.4 
> = 6 53.2 67.6 13.60*** 
*P<0.05 **P<0.01 ***P<0.001 
113 
5.3 Severity of Functional Disability by Residential Type 
The relationship between different residential types 
and severity of functional disability is shown in Table 5.3. The 
severity of functional disability was significantly different 
between the community and institutional elderly. The latter 
tended to have a higher frequency of functional disability. More 
institutionalized elderly (14.5%) scored 14 or less but only 2.4% 
of the community elderly had this score. Moreover, in those 
elderly respondents who suffered moderate or severe functional 
disability (scored 14 or less), nearly 60% of them (59.6%) were 
living in institution. 81.2% of the community elderly and 
58.3% of the institutional elderly were physically independent. 
Table 5.3(A) Barthel Index by Residential Type 
RESIDENTIAL TYPES 
Community Institution Chi-Square 
N= 964 235 
% % 
Barthel Index 
20 81.2 58.3 
15 - 19 16.4 27.2 
0 - 1 4 2.4 14.5 82.96*** 
*P<0.05 **P<0.01 ***P<0.001 
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Table 5.3(B) Barthel Index by Residential Type 
RESIDENTIAL TYPE Community Institution Chi-Square 
N= 964 235 
% % 
Feeding 
Dependent 2.1 4.3 
Needs Help 0.4 0.4 
Independent 97.5 95.3 3.69 NS 
Personal Grooming 
Dependent 1.6 8.1 
Independent 98.4 91.9 26.91*** 
Dressing 
Dependent 1.5 6•0 
Needs Help 1.2 4.3 
Independent 97.3 89.8 26.87*** 
Chair/Bed-Shifting 
Dependent 0.9 3.4 
Considerable Help 0.7 4.7 
Minimal Help 1.3 5.1 
Independent 97.0 86.8 42.68*** 
Walking 
Immobile 1.1 6.0 
Independent in wheel Chair 0.5 3.8 
Needs Help 2.3 5.5 
Independent 96.1 84.7 48.20*** 
Walking Up/Down Stair 
Unable 3.4 20.4 
Needs Help 4.5 8.9 
Independent 92.1 70.6 97.85*** 
Using Toilet 
Dependent 1.0 6.8 
Needs Help 1.0 6.8 
Independent 97.9 86.4 60.67*** 
Bathing 
Dependent/Needs Help 5.1 26.4 Independent 94.9 73.6 99.52*** 
Bladder Continence 
Incontinent 1.8 8.5 
Occasional Mishap 7.6 7.7 
Continent 90.7 83.8 28.86*** 
Bowel Movement 
Incontinent 1.1 7.2 
Occasional Mishap 5.0 5.5 
Continent 93.9 87.2 31.05*** 
*.P<0.05 **P,0.01 ***P,0.001 
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5.4 Physical Health by Residential Type 
The relationship between different residential types 
and chronic diseases is shown in Table 5.4(B). Only two chronic 
diseases (stroke and dementia) were associated with institution-
alization. About 30% of elderly with stroke were living in 
institutions, probably because they tended to need more physical 
help from others. 
Table 5.4(A) Physical Health by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 
% % 
Self-Perceived Health 
Good 33.6 36.2 Average 38.2 34.5 
Bad 28.2 29.4 1.14 NS 
Number of Known Chronic Diseases 
No Disease 22.8 20.0 
1 Diseases 29.8 33.2 
2 Diseases 26.7 22.6 
3 Diseases 13.8 15.7 
6 - 6 Diseases 7.0 8.5 3.77 NS 
*P<0.05 **P<0.01 ***P<0.001 
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Table 5.4(B) Physical Health by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 
% % 
Dementia 
No 99.5 96.2 
Yes 0.5 3.8 15.20*** 
Stroke 
No 93.9 86.4 
Yes 6.1 13.6 14.09*** 
Old Fracture 
No 87.8 83.0 
Yes 12.2 17.0 3.37 NS 
Hypertension 
No 66.7 71.9 
Yes 33.3 28.1 2•12 NS 
Parkinson‘s Disease 
No 99.2 97.9 
Yes 0.8 2.1 1.88 NS 
Diabetes Mellitus 
No 89.2 91.9 
Yes 10.8 8.1 1.22 NS 
Psychiatric 
No 98.7 97.4 
Yes 1.3 2.6 1.07 NS 
Cardiac Disease 
No 81.2 78.7 
Yes 18.8 21.3 0.61 NS 
Malignancy 
No 97.7 96.6 
Yes 2.3 3.4 0.57 NS 
Peptic Ulcer 
No 83.3 85.5 
Yes 16.7 14.5 0.54 NS 
C.O. A.D. /Asthma 
No 88.0 89.4 
Yes 12.0 10.6 0.23 NS 
Tuberculosis 
No 97.0 96.2 
Yes 3.0 3.8 0.19 NS 
Arthritis 
No 64.3 63.8 
Yes 35.7 36.2 0.00 NS 
*.P<0.05 **P,0.01 ***P,0.001 
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5.5 Differences in Physical Impairment by Residential Types 
The relationship between different residential types 
and four kinds of physical impairments is shown in Table 5.5. 
The Chi-square tests show significant differences in visual 
ability, cataract, external deformity and using of mobility aids 
between community and institution subjects. Those who had poor 
visual ability, cataract, external deformity or using mobility 
aids tended to have higher chances of living in institutions. 
Over half (57.4%) of the institutional elderly needed to use 
mobility aids such as walking cane, walking frame or wheel-chair 
compared with only one-fourth of the community elderly. 
Table 5.5(A) Sensory Perception by Residential Type 
RESIDENTIAL TYPE Community Institution Chi-Square 
N= 964 235 % % 
Hearing Ability 
Excellent/Good 52.3 39.1 
Average 23.8 23.4 
Fair Bad/Poor 22.7 35.7 
Nearly or Completely 1.2 1.7 19.55*** 
deaf 
Visual Ability 
Excellent/Good 49.6 32.3 
Average 22.7 25.5 
Fair Bad/Poor 26.7 38.3 
Nearly or Completely 1.0 3.8 30.94*** 
Blind 
Blind 
No 99.7 97.9 
Yes 0.3 2.1 6.87** 
*.P<0.05 **P,0.01 ***P,0.001 
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Table 5.5(B) Sensory Perception by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 
% % 
Use of Hearing Aids 
No 94.3 92.3 
Yes 5.7 7.7 0.94 NS 
Wear Glasses 
No 47.7 64.7 
Yes 52.3 35.3 21.08*** 
Cataract 
No 67.8 59.8 
Left/Right Eye 11.5 12.4 
Both Eyes 20.7 27.8 6.25* 
Glaucoma 
No 97.1 96.2 
Left/Right Eye 1.7 1.3 
Both Eyes 1.2 2.6 2.37 NS 
Table 5.5(C) Cardiac and Respiratory Problems by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 
% % 
Chest Pain 
None 82.1 87.2 
Mild to Moderate 12.6 7.7 
Severe Chest Pain 5.3 5.1 4.52 NS 
Description of Breathing 
Never or Only Rarely 
Get Trouble 78.2 71.9 
Get Regular Trouble 18.9 26.4 
Never Quite Right 2.9 1.7 7.23* 
* P<0.05 **P,0.01 ***P,0.001 
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Table 5.5(D) Skeletal Problems by Residential Type 
RESIDENTIAL TYPE Community Institution Chi-Square 
N= 964 235 
% % 
Joint Pain 
None 42.4 38.7 
Joint Pain not Restrict 
Activity 29.6 30.6 
Joint Pain Restrict 
Activity 28.0 30.6 1.15 NS 
External Deformity 
No 79.7 68.1 
Yes 20.3 31.9 13.84*** 
Mobility Aids 
No Need 75.1 42.6 
Walking Stick 19.9 31.5 
Walking Cane/Frame 2.7 16.6 
Wheel-chair/others 2.3 9.4 133.66*** 
WALKING TEST 
Walking Step Continuity 
Walk Steady 89.2 70.6 
Walk Unsteady 6.4 9.8 
Unsuccessful Walk 4.4 19.6 70.23*** 
N= 921 189 
% % 
Walking Time for 16 Feet 
<=1 Second/Ft. 83.7 60.3 
>1 - <1.5 Second/Ft. 10.9 18.0 
>=1.5 Second/Ft. 5.4 21.7 67.97*** 
Walking Steps for 16 Feet <=1 Step/Ft. 73.5 42.3 
>1 - <1.5 Steps/Ft. 21.0 38.6 
>=1.5 Steps/Ft. 5.5 19.0 79.30*** 
* P<0.05 **P,0.01 ***P,0.001 
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5.6 Drugs Taking by Residential Type 
There were statistically significant differences in 
non-prescribed drugs and the number of drugs taking between 
residential types. Those who lived in community were more likely 
to take non-prescribed drugs and greater number of drugs than 
those living in institution, but no statistical difference was 
found in prescribed drugs between the two residential types. 
Table 5.6 Drugs Taking by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 964 235 
% % 
Prescription Drugs Taking 
No 42.0 37.9 
Yes 58.0 62.1 1.17 NS 
Non—prescription Drugs Taking 
No 72.5 79.6 
Yes 27.5 20.4 4.53* 
Number of Drugs Taking 
None 28.0 27.5 
1 Drugs 16.1 24.5 
2 Drugs 13.8 16.3 
3 Drugs 11.2 10.7 
4 Drugs 8.8 7.3 
>=5 Drugs 22.1 13.7 15.26** 
*P<0.05 **P<0.01 ***P<0.001 
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5.7 Differences in Health Habits by Residents Types 
The relationship between different residential types 
and the health habits of the elderly respondents is shown in 
Table 5.7. Chi-square tests show significant differences in 
smoking, drinking and problems of sleeping in community compared 
with institution-living subjects. Those living in institution 
were more likely to be non-smokers (63.2%) but 44.9% of the 
community elderly were non-smokers. This may be explained by the 
fact that on admission to institutions, they had to give up 
smoking according to the rules of many institutions. Also, a 
lower proportion of the institutional elderly drank alcohol. 
Again, the difference in drinking habit may be explained by the 
teetotaller rule in many institutions. Also more women were 
institutionalized and they tended not to smoke nor drink. Elderly 




Table 5.7 Health Habits by Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 956 234 
% % 
Smoking 
Non-smoker 44.9 63.2 
Ex-smoker 36.0 29.1 
Current Smoker 19.1 7.7 32.72*** 
Cigarette Consumption 
None 80,9 92.3 
1-10 Sticks/Day 13.5 7.3 
>10 Sticks/Day 5.6 0.4 32.72*** 
N= 963 228 
% % 
Years of Smoking 
None 44.5 64.9 
1 - 2 0 10.9 7.0 
21 - 50 22.5 13.6 
> 50 22.0 14.5 30.69*** 
N= 964 235 
% % 
Drinking 
No 80.8 93.6 
Yes 19.2 6.4 21.39*** 
Exercise 
No 36.0 37.9 
Yes 64.0 62.1 0.21 NS 
Problems of Sleep 
No 61.0 51.5 
Yes 39.0 48.5 6.68** 
*P<0.05 **P<0.01 ***P<0.001 
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5.8 Difference in Use of Health Services by Residential Type 
The relationship between different residential types 
and use of health services of the elderly is shown in Table 5.8. 
Chi-square tests show that there were significant differences in 
general practitioner visits, Chinese traditional doctor visits 
and frequency of visiting a doctor in the past 12 months accord-
ing to residential types. Those who lived in institution were 
less likely to visit private general practitioners and Chinese 
traditional doctors, probably because most of the elderly who 
were living in institutions were followed up in government clin-
ics or out-patient department of hospital. 
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Table 5.8 Use of Health Services in the past 12 months by 
Residential Type 
RESIDENTIAL TYPE 
Community Institution Chi-Square 
N= 962 233 % % 
Frequency of Visit to Doctor 
Never 15.8 15.9 
1 - 6 40.0 33.0 
7 - 1 2 21.0 29.2 
> = 1 3 23.2 21.9 8.06* 
Visit a Private G. P. 
No 46.2 54.1 
Yes 53.8 45.9 4.41* 
N= 960 233 
Visit to O.P.D. or Clinic 
No 47.2 45.9 
Yes 52.8 54.1 0.08 NS 
N= 962 234 
Visit a Chinese Traditional Doctor 
No 88.3 95.3 
Yes 11.7 4.7 9.31** 
N= 964 235 
Hospital Admission 
No 78.5 71.5 
Once 14.3 19.1 
More than Once 7.2 9.4 5.32 NS 
N= 962 230 
Number of Days in Hospital 
Never 78.7 73.0 
1 - 7 Days 9.5 10.9 
>1 Week to 1 Month 8.8 10.0 
>1 Month 3.0 6.1 6.28 NS 
*P<0.05 **P<0.01 ***P<0.001 
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II•)Findinasof—Risk—Factors—for—Institutionalization 
5.9.1 Sociodemographic Factors 
Univariate analysis showed that the risk of institu-
tionalization increased with age groups, especially for those 
aged above 80 years, when compared with the 70-74 years age 
group. Females had an increased risk of 3.94 (95 percent CI 2.88-
5.38) compared with males [Table 5.9(A)]. 
Table 5.9(A) Odds Ratios (and 95 Percent Confidence Intervals) of 
Institutionalization for Age and Sex Variables as 
Estimated by the Logistic Regression Analysis 
Age and Sex Variables Odds Ratio 95% Confidence Interval 
Age 
70 - 74 1.00 
75 - 79 6.71*** 2.80-16.06 
80 - 84 22.42*** 9.40-53.50 
85 - 89 31.90*** 13.44-75.72 
90+ 46.22*** 19.46-109.76 
Sex 
Female/Male 3.94*** 2.88-5.38 
* P<0.05 **P,0.01 ***P,0.001 
The age and sex adjusted odds ratios (OR) and approxi 
mate 95% confidence interval (CI) for institutionalization are 
shown in Tables 5.9(B)-5.15. 
Subjects who were widowed had a 3.44-fold risk of 
institutionalization and those who were single had a 10.52-fold 
risk of institutionalization as compared with those who were 
married. 
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Those whose major income depended on public assistance 
and disability allowance respectively had a 6.10-fold risk and 
3.61- fold risk of institutionalization as compared to those 
who were self-financed. 
No statistical difference was found in the educational 
background association with institutionalization after the age 
and sex had been adjusted for. 
Table 5.9(B) Odds Ratios (and 95 Percent Confidence Intervals) of 
Institutionalization for Socio-demographic Variables 
Adjusted for Age and Sex as Estimated by the Multi-
ple Logistic Regression Analysis 




Widowed 3.44*** 2.12-5.58 
Divorced/Separated 4.37* 1.30-14•64 
Single 10.52*** 5.26-21.05 
Education 
>=Secondary 1.00 
Primary 1.42 NS 0.77-2.62 
Bok Bok Chai School 1.03 NS 0.56-1.93 
No Formal Education 1.11 NS 0.60-2.03 
Major Income 
Self-finance 1.00 
Family Support 0.74 NS 0.36-1.52 
Old Age Allowance 0.77 NS 0.36-1.64 
Public Assistance 6.10*** 3.08-12.06 
Disability Allowance 3.61** 1.66-7.84 
Total Monthly Income 
> = 2 0 0 0 1.00 
1500 - 1999 1.98* 1.07-3.67 
1000 - 1499 2.37** 1,37-4.10 
500 - 999 0.53 NS 0.27-1.03 
< 500 0.60 NS 0.28-1.30 
* P<0.05 **P,0.01 0.001 
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5.10 Mental Health 
Subjects who were classified as severely mentally im-
paired i.e. poor score in cognitive functioning on sub-test of 
Pattie and Gilleard had a 2.65 times higher risk of institution-
alization as compared to those who had a good score on the 
sub-test. 
A high score for geriatric depression symptoms did not 
seem to be associated with institutionalization. 
Table 5.10 Odds Ratios (and 95 Percent Confidence Intervals) of 
Institutionalization for Mental Health Variables Ad-
justed for Age and Sex as Estimated by the Multiple 
Logistic Regression Analysis 
Mental Health Variables Odds Ratio 95% Confidence Interval 
Mental Score 
Good (10 - 12) 1.00 
Fair (8 - 9) 1.82** 1.16-2.86 
Poor (<= 7) 2.65*** 1.74-4.06 
Geriatric Depression Symptoms 
Low (<6) 1.00 
High (>= 6) 1.30 NS 0.91-1.87 
* P<0.05 **P,0.01 0.001 
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5.11 Physical Dependence 
Table 5.11(A) shows that a gradient of the risk of 
institutionalization existed for subjects with some disability, 
as compared to those experiencing no disability. The persons 
with moderate to severe disability (scored <14 of Barthel Index 
for difficulties in daily living activities) had a significant 
5.07-fold risk of institutionalization as compared to those who 
were fully independent. 
Table 5.11(B) also shows the risk of institutionaliza-
tion associated with the individual component of Barthel Index. 
Except for feeding, the other nine component of Barthel Index 
were shown to have significant (p < 0.05) influences on institu-
tionalization. Physical dependence in areas such as personal 
grooming, dressing, shifting out of a chair or bed, moving 
around the home, climbing up stairs or down stairs, using toilet, 
and bathing, were significantly associated with institutionaliza-
tion (p < 0.05). Both urinary incontinence and faecal inconti-
nence also had significant associations with institutionaliza-
tion (p < 0.05). 
Table 5.11(A) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Barthel Index Varia-
bles Adjusted for Age and Sex as Estimated by the 
Multiple Logistic Regression Analysis 




15 - 19 1.41 NS 0.96-2.09 
0 - 1 4 5.07*** 2.67-9.61 
* P<0.05 **P,0.01 ***P,0.001 
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Table 5.11(B) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Barthel Index Varia-
bles Adjusted for Age and Sex as Estimated by the 
Multiple Logistic Regression Analysis 
Barthel Index Variables Odds Ratio 95% Confidence Interval 
Feeding 
Independent 1.00 
Needs Help 0.80 NS 0.07-8.67 
Dependent 1.93 NS 0.74-5.07 
Personal Grooming 
Independent 1.00 
Dependent 3.14** 1.38-7.15 
Dressing 
Independent 1.00 
Needs Help 1.90 NS 0.72-5.00 
Dependent 3.59** 1.48-8.68 
Chair/Bed-Shifting 
Independent 1.00 
Minimal Help 2.62* 1.06-6.44 
Considerable Help 7.28*** 2.40-22.07 
Dependent 2.71 NS 0.90-8.18 
Walking 
Independent 1.00 
Needs Help 1.35 NS 0.60-3.04 
Independent in wheel Chair 7.90*** 2.30-27.15 
Immobile 4.88** 1.89-12.62 
Walking Up/Down Stair 
Independent 1.00 
Needs Help 1.21 NS 0.64-2.29 
Unable 4.71*** 2.74-8.10 
Using Toilet 
Independent 1.00 
Needs Help 6.35*** 2.62-15.43 
Dependent 4.65** 1.81-11.92 
Bathing 
Independent 1.00 
Dependent/Needs Help 4.06*** 2.55-6.44 
Bladder Continence 
Continent 1.00 
Occasional Mishap 0.97 NS 0.54-1.76 
Incontinent 4.11*** 1.84-9.17 
Bowel Movement 
Continent 1.00 
Occasional Mishap 0.91 NS 0,46-1.83 
Incontinent 4.97*** 1.96-12.63 
* P<0.05 **P,0.01 ***P,0.001 
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5.12 Health Status 
After sex and age were controlled for, dementia, 
stroke, tuberculosis and Parkinson's disease still had a signif-
icant ( p < 0.05) or nearly significant effect on the risk of 
institutionalization by decreasing the capacity of activities of 
daily living and thus increasing the need for institutional care. 
Subjects who had dementia were 6. 65 times more likely to institu-
tionalization, while stroke, tuberculosis and Parkinson's disease 
were 2.34, 2.93 and 3.61 times more likely with institutionaliza-
tion respectively. 
However, self-evaluation of their current health status 
and an increased number of reported diseases did not seem to 
influence institutionalization. 
Table 5.12(A) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Physical Health Varia-
bles Adjusted for Age and Sex as Estimated by the 
Multiple Logistic Regression Analysis 




Average 0.83 NS 0.56-1.22 
Bad 0.85 NS 0.56-1.27 
* P<0.05 **P,0.01 ***P,0.001 
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Table 5.12(B) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Chronic Disease Varia-
bles Adjusted for Age and Sex as Estimated by the 
Multiple Logistic Regression Analysis 
Physical Health Variables Odds Ratio 95% Confidence Interval 
Dementia 
Yes/No 6.65** 1.72-25.70 
Tuberculosis 
Yes/No 2.93* 1.19-7.17 
Stroke 
Yes/No 2.34** 1.39-3.95 Parkinson‘s Disease 
Yes/No 3.61 NS 0.96-13.52 
Psychiatric 
Yes/No 1.70 NS 0.52-5.57 
Malignancy 
Yes/No 1.25 NS 0.49-3.19 
Old Fracture 
Yes/No 1.23 NS 0.80-1.92 Cardiac Disease Yes/No 1.23 NS 0.82-1.82 
C.O.A.D./Asthma 
Yes/No 1.14 NS 0.69-1.90 
Arthritis 
Yes/No 0.91 NS 0.65-1.27 
Peptic Ulcer 
Yes/No 0.87 NS 0.55-1.36 
Hypertension 
Yes/No 0.79 NS 0.55-1.13 Diabetes Mellitus Yes/No 0.72 NS 0.41-1.26 
Number of Known Chronic Diseases 
No Disease 1.00 
1 Diseases 1.40 NS 0.88-2.21 
2 Diseases 1.14 NS 0.70-1.88 
3 Diseases 1.43 NS 0.83-2.46 
> = 4 Diseases 1.33 NS 0.67-2.63 
* P<0,05 **P,0.01 0.001 
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5.13 Physical Impairment 
Sensory Perception 
Subjects who said they were nearly or completely blind 
had 3.34 times the risk of institutionalization as compared to 
those who said they had excellent or good visual ability. Howev-
er, hearing problems did not seem to influence 
institutionalization. Neither cataract nor glaucoma was found 
to have a significant effect on institutionalization. 
Skeletal, Cardiac and Respiratory Problems 
Subjects who had joint pain or external deformity were 
not found to have any significant association with institutional-
ization. Subjects who had mild to moderate chest pain had a 
reduced (0.56-fold) risk of institutionalization. 
Table 5.13(A) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Cardiac and Respirato-
ry Problems Variables Adjusted for Age and Sex as 
Estimated by the Multiple Logistic Regression 
Analysis 
Cardiac and Respiratory Odds Ratio 95% Confidence 
Problems Variables Interval 
Chest Pain 
None 1.00 
Mild to Moderate 0.56* 0.32-0.99 
Severe Chest Pain 0.92 NS 0.44-1.90 
Description of Breathing 
Never or Only Rarely 1.00 
Get Trouble 
Get Regular Trouble 1.41 NS 0.96-2.07 
Never Quite Right 0.81 NS 0.30-2.55 
* P<0.05 **P,0.01 ***P,0.001 
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Table 5.13(B) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Sensory Perception 
Variables Adjusted for Age and Sex as Estimated by 
the Multiple Logistic Regression Analysis 
Sensory Perception Odds Ratio 95% Confidence Interval 
Hearing Ability 
Excellent/Good 1.00 
Average 1.01 NS 0.66-1.52 
Fair Bad/Poor 1.10 NS 0.75-1.62 




Average 1.18 NS 0.77-1.79 
Fair Bad/Poor 1.04 NS 0.71-1.55 
Nearly or Completely 3.34* 1•11-10•10 
Blind 
Use of Hearing Aids 
Yes/No 1.30 NS 0.70-2.40 
Wear Glasses 
Yes/No 0.65* 0.47-0.91 
Cataract 
No 1.00 
Left/Right Eye 1.24 NS 0.76-2.04 
Both Eyes 1.19 NS 0.81-1.74 
Glaucoma 
No 1.00 
Left/Right Eye 0.72 NS 0.19-2.74 
Both Eyes 1.32 NS 0.44-4.00 
* P<0.05 **P,0.01 ***P,0.001 
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Table 5.13(C) Odds Ratios (and 95 Percent Confidence Intervals) 
of Institutionalization for Skeletal Problems 
Variables Adjusted for Age and Sex as Estimated by 
the Multiple Logistic Regression Analysis 




Joint Pain not Restrict 
Activity 0.90 NS 0.61-1.34 
Joint Pain Restrict 
Activity 0.76 NS 0.51-1.14 
External Deformity 
Yes/No 1.03 NS 0.72-1.49 
Mobility Aids 
No Need 1.00 
Walking Stick 1.25 NS 0.85-1.85 
Walking Cane 3.90** 1.72-8.88 
Walking Frame/Other 5.32*** 2.51-11.26 
Wheel-chair 5.61*** 2.56-12.32 
WALKING TEST 
Walking Step Continuity 
Walk Steady 1.00 
Walk Unsteady 1.29 NS 0.73-2.26 
Unsuccessful Walk 3.34*** 2.00-5.57 
Walking Time for 16 Feet 
<=1 Second/Ft. 1.00 
>1 - <1.5 Second/Ft. 0.85 NS 0.53-1.37 
>=1.5 Second/Ft. 1.70* 1.02-2.84 
Walking Steps for 16 Feet 
<=1 Step/Ft. 1.00 
>1 - <1.5 Steps/Ft. 1.21 NS 0.83-1.75 
>=1.5 Steps/Ft. 1.42 NS 0.84-2.42 
* P<0.05 **P,0.01 ***P,0.001 
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5.14 Drug 
Subjects who had taken non-prescribed drugs were less 
likely to be institutionalized (OR 0.6). However, an increased 
number of drugs taking did not seem to influence institutionali-
zation. 
Table 5.14 Odds Ratios (and 95 Percent Confidence Intervals) of 
Institutionalization for Drugs Taking Variables Ad-
justed for Age and Sex as Estimated by the Multiple 
Logistic Regression Analysis 
Drugs Taking Variables Odds Ratio 95% Confidence Interval 
Prescription Drugs Taking 
Yes/No 1.25 NS 0.89-1.74 
Non-prescription Drugs Taking 
Yes/No 0.60* 0.41-0.89 
Number of Drugs Taking 
Yes/No 0.91** 0.84-0.97 
* P<0.05 **P,0.01 ***P,0.001 
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5.15 Health Service 
Table 5.15 shows the risk of institutionalization asso-
ciated with the health services variables. There was not much 
difference in risk among the health service variables. 
Table 5.15 Odds Ratios (and 95 Percent Confidence Intervals) of 
Institutionalization for Health Services Variables 
Adjusted for Age and Sex as Estimated by the Multiple 
Logistic Regression Analysis 
Health Services Variables Odds Ratio 95% Confidence Interval 
Frequency of Visit to Doctor 
Yes/No 1.01 NS 0.99-1.02 
Visit a Private G. P. 
Yes/No 0.99 NS 0.97-1.01 
Visit to O.P.D. or Clinic 
Yes/No 1.03** 1.01-1.05 
Visit a Chinese Traditional Doctor 
Yes/No 0.89 NS 0.79-1.01 
Hospital Admission 
Yes/No 1.12 NS 0.96-1.31 
Number of Days in Hospital 
Yes/No 1.01** 1.00-1.02 
* P<0.05 **P,0.01 ***P,0.001 
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5.16 Final Regression Model 
All of the significant or nearly significant age- and 
sex- adjusted variables were entered into a multivariate logistic 
regression model to determine the risk factors for institutional-
ization. Table 5.16 shows the important risk factors for institu-
tionalization which remained significant or of borderline signif-
icance in the multivariate analysis model. 
Age was found to be the most important factor of 
institutionalization, followed by the marital status, low Barthel 
Index, major income reliant on public assistance, tuberculosis, 
lower mental-test score and sex. 
After the other high risk factors had been adjusted 
for, odds ratios of institutionalization increased with age, 
since many institutional services such as Hostels For The Aged, 
Homes For The Aged, Care and Attention Homes and Infirmaries were 
used extensively by older members of the elderly population. The 
older age group (aged 75 and above) had a 5.28-fold to 17.10-
fold risk of institutionalization compared with the 70 - 74 years 
age group. Those aged 80 and above were of particular importance 
because their risk of institutionalization was high and also this 
group was increasing rapidly in the future. 
Females had a 1.81-fold risk of institutionalization 
compared with male. Subjects who were widowed or single had a 
2.70-fold and 5.74-fold risk of institutionalization respectively 
as compared with those who were married. 
The higher number of females than males in the older 
age group and the higher number of widowed or single women has 
implication for the provision of institutional places. 
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Table 5.16 Final Odds Ratios (and 95 Percent Confidence Inter-
vals) of Institutionalization as Estimated by the 
Multiple Logistic Regression Analysis 
Socio-demographic Variables Odds Ratio 95% Confidence Interval 
Age 
70 - 74 1.00 
75 - 79 5.28*** 2.09-13.37 
80 - 84 10.56*** 4.10-27.15 
85 - 89 12.77*** 4.93-33.09 
90+ 17.10*** 6.49-45.06 
Sex 
Female/Male 1.81* 1.14-2.86 
Marital Status 
Married 1.00 
Widowed 2.70*** 1.57-4.64 
Divorced/Separated 3.10 NS 0.85-11.38 
Single 5.74*** 2.58-12.77 
Major Income 
Self-finance 1.00 
Family Support 0.61 NS 0.28-1.31 
Old Age Allowance 0.57 NS 0.26-1.26 
Public Assistance 3.80*** 1.85-7.79 
Disability Allowance 1.82 NS 0.77-4.34 
Mental Score 
Good (10 - 12) 1.00 
Fair (8 - 9) 1.44 NS 0.87-2.41 
Poor (<= 7) 1.92** 1.17-3.14 
Barthel Index 
20 1.00 
15 - 19 1.45 NS 0.92-2.30 
0 - 1 4 5.32*** 2.48-11.39 
Tuberculosis 
Yes/No 3.46* 1.05-11.42 
Number of Drugs Taking 
Yes/No 0.90* 0.83-0.98 




There are certain limitations to the study. First of 
all, it was difficult to gather information from the elderly, 
especially from the old一old groups, as a result of decreased 
sensory and neurological functions, increased cognitive impair-
ment or limited concentration span among the respondents. 
Respondents‘ recalled symptoms and use of health services may not 
have been all that reliable. Therefore we interviewed their 
proxies simultaneously if their memories were found to be poor. 
Another limitation was the proportion of interviews done by proxy 
interviews, which may be less accurate than self-reporting. 
In order to validate the collected data, interview 
answers might be confirmed b y checking the information of their 
medical records if possible. A 5% of the respondents were re-
interviewed to ensure the reliability of the study, the result of 
which has been shown in Table 6 . 1 - 6 . 3 . Thirdly, a moderately low 
response rate in the elderly may introduce a bias, as there may 
be different health conditions and disability between responders 
and non-responders. 
Notwithstanding the above limitations, it was felt that 
there was still important value in this research study, and it 
could be reasonable to arrive at the conclusions. 
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Kappa—measure—of—reliabi1itv 
Kappa test is a measure of reliability (consistency) 
when the same subjects is being judged twice on the same variable 
by two raters. The Tables below contains the results from the 
interviewers and research staffs interviewing the same elderly 
respondents. 
Values of Kappa < 0.40 reflect poor agreement 
With Kappa between 0.40 and 0.75 agreement is fair to good 
Values of Kappa > 0.75 indicate strong agreement 
Table 6.1 Kappa measure of reliability in Barthel ADL Index 
Value of Kappa 
Barthel Index 
Research Staffs 
20 15-19 <=14 
20 32 0 0 
Interviewers 15-19 2 7 0 




A B C 
Independent=A 49 0 0 
Interviewers Needs Help=B 0 1 0 
Dependent=C 0 0 2 1.00 
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Independence 47 0 
Interviewers 
Dependent 0 5 1.00 
Dressing 
Research Staffs 
A B C 
Independent=A 4 6 0 0 
Interviewers Needs Help=B 0 2 0 
Dependent=C 0 0 4 0.85 
Chair/Bed-Shifting 
Research Staffs 
A B C D 
Independent=A 43 0 0 0 
Minimal Help=B 2 1 0 0 
Interviewers 
Considerable Help=C 0 0 2 0 
Dependent=D 0 0 1 3 0.79 
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Value of Kappa 
Walking Up/Down Stair 
Research Staffs 
A B C 
Independent=A 36 0 0 
Interviewers Needs Help=B 1 2 1 
Unable=C 1 1 10 0.83 
Using Toilet 
Research Staffs 
A B C 
Independent=A 42 0 0 
Interviewers Needs Help=B 0 1 0 
Dependent=C 1 0 8 0.94 
Bathing 
Research Staffs 
Independ Dep/Need Help 
Independence 37 0 
Interviewers 
Dep/Need Help 2 13 0.90 
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Value of Kappa 
Bladder Continence 
Research Staffs 
A B C 
Continent=A 39 1 0 
Interviewers Occasional Mishap=B 1 2 0 
Incontinent=C 0 2 7 0.80 
Bowel Movement 
Research Staffs 
A B C 
Continent=A 43 1 0 
Interviewers Occasional Mishap=B 1 3 0 
Incontinent=C 0 0 4 0.86 
Walking 
Research Staffs 
A B C D 
Independent=A 40 0 0 0 
Needs Help=B 2 2 0 0 
Interviewers 
Independent in=C 0 1 0 0 
wheel chair 
Iminobile=D 0 0 0 7 
* Kappa cannot be computed for this table because row 
values do not equal column values. 
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Table 6.2 Kappa measure of reliability in Chronic Diseases 




No 46 0 
Interviewers 




No 41 1 
Interviewers 




No 31 2 
Interviewers 
Yes 0 19 0.92 
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Value of Kappa 
Chronic Bronchitis or Emphysema 
Research Staffs 
No Yes 
No 45 1 
Interviewers 




No 45 0 
Interviewers 




No 4 6 0 
Interviewers 
Yes 0 4 1.00 
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No 40 2 
Interviewers 




No 46 0 
Interviewers 




No 34 1 
Interviewers 
Yes 5 11 0.71 
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No 41 0 
Interviewers 




No 49 1 
Interviewers 




No 48 1 
Interviewers 
Yes 1 1 0.48 
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！ 




No 51 0 
Interviewers 
Yes 0 0 
* Statistic cannot be computed when the number of non-





No 52 0 
Interviewers 丨 
( 
Yes 0 0 I 
* Statistic cannot be computed when the number of non-
empty rows or columns is one. 
I 
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Table 6.3 Kappa measure of reliability in Sensory Perception 
Value of Kappa 
Hearing Ability 
Research Staffs 
A B C D E 
Excellent=A 3 3 1 1 0 
Good=B 2 14 0 0 0 
Interviewers Average=C 0 1 8 6 0 
Fair Bad=D 0 0 1 8 0 
Poor=E 0 0 1 0 2 0.59 
Visual Ability 
Research Staffs 
A B C D E F 
Excellent=A 2 2 0 0 0 0 
Good=B 0 7 4 0 0 0 
Average=C 0 2 8 0 1 0 
Interviewers 
Fair Bad=D 0 0 0 9 3 0 
Poor=E 0 0 1 6 2 0 




Discussion—and—Cone Ills ion 
I.) Discussion 
Sociodemoqraphic—Features 
The sociodemographic features of elderly Chinese in 
Hong Kong were similar to those in developed countries. Thus in 
the U.K. f among those aged 75 years and above, 61% of men were 
married compared to 21% of women (Victor, 1991)• The percentage 
of widowed elderly were also higher among women (64% compared 
with 30% of men). Presumably differential life expectancy and 
perhaps the effect of the World War may partly account for this 
s e x difference. Financial support b y the state also represents 
the major source of income for elderly people in the U.K., the 
absolute percentage being less in Hong Kong (48% v. 60%). Howev-
er^ the percentage of elderly in Hong Kong living alone is very 
low, compared with the U.K. (7.5% v. 36%). This is not surprising 
in view of the high population density. Theoretically many of 
the problems common to the elderly arising from being alone, such 
as falling or loss of consciousness with a delay in getting help, 
would be avoided in this population. At the same time, there is 
a higher percentage of elderly in Hong Kong (in particular women) 
living in institutions. 53% of women aged 80 years or above and 
10% of women aged 70-79 years live in institutions, compared with 
21% and 6% for women of comparable age groups in the U.K. The 
corresponding figures for men are 20%, 4% for Hong Kong, and 13% 
and 4% for the U.K. (Victor, 1987). Possible explanations for 
this difference could be that older women in Hong Kong have more 
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functional disability, or that there are fewer less support 
services to enable them to live alone, so that disability is not 
a sole determining factor in institutionalization. 
Menta1一 Hea1th一Status 
Dementia is an important condition taking up much of 
the health and social service resources in any community. Its 
prevalence is expected to rise with age. However, large scale 
community studies of prevalence depend on use of various scales 
to assess mental function rather than diagnosis by doctors. Some 
have been validated against a diagnosis by psychiatrists. A 
widely used scale for community studies is the twelve-item infor-
mation/orientation scale from the Clifton Assessment Procedures 
for the Elderly (Pattie & Gilleard, 1979). For comparison with 
these studies, we have also used this scale in our study, and it 
has the added advantage of brevity. A score of 7 or below is 
usually taken as the cut-off point to define dementia. Using 
this definition, the prevalence of dementia in community and 
institutionalized subjects is 17% and 49% respectively. The 
higher prevalence in older age groups, women, and institutional-
ized subjects is compatible with studies elsewhere (Vetter et al, 
1986, Copeland et al, 1987, Morgan et al, 1987) . However, the 
absolute values cannot be compared since the figure has not been 
adjusted according to the age structure of the population. 
Figures for subjects living in institutions in the U.K. vary from 
51% to 71%, which are of a comparable magnitude (Campbell et al, 
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1990; Hodkinson et al, 1988)• The prevalence estimated from this 
scale is much higher than that for reported dementia (0.8% of men 
and 1.6% of women). It is possible that these represent only the 
severe cases, or that there is a higher non response rate among 
demented subjects. 
In assessing the prevalence of depression among elderly 
Chinese, a screening questionnaire validated among Caucasians was 
used. The validity of the Chinese version is at present being 
evaluated. Although the actual numbers may not be comparable to 
prevalence studies among Caucasians, the trend that the preva-
lence is higher in women and in those living in institutions are 
similar to other studies (Copeland et al, 1987； Mann et al, 
1984). 
Prevalence一of一Chronic—Diseases 
As expected, the prevalence of chronic diseases was 
high (77%). This is comparable to the figure of 69% for men and 
73% for women aged 75 years and over reported in the General 
Household Survey in the U.K. (OPCS, 1988a). Similarly diseases 
of the musculoskeletal system was the commonest chronic disease : 
30% for men and 42% for women v. 46% in the U.K. (Martin et al, 
1988). A gender difference is also observed in our study, al-
though not as marked as studies in the U.K. and USA (Verbrugge, 
1989). The higher prevalence of chronic ill health among women 
may be explained by their longer lifespan. For example, in the 
overall population, the incidence of coronary artery disease is 
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higher in Chinese men than women (Woo and Donnan, 1989)• Howev-
er, longer survival in women and the loss of the protective 
effect from oestrogens after menopause would explain the slightly 
higher prevalence of cardiac disease in elderly women. 
Physical—Impa irment 
Sensory impairment (hearing and visual problems) affect 
a significant proportion of this elderly population. In a study 
of elderly people in an urban community (London) where visual 
ability was classified by ophthalmologists, the prevalence of 
blindness was 1% (acuity < 3/60 in better eye) while that for low 
vision was 7.7% (acuity 6/18 in better eye). Cataract accounted 
for the majority of cases of low vision, causing considerable 
disability. The authors concluded that there appeared to be a 
considerable amount of undetected ocular disease in elderly 
people in the community (Wormald et al, 1992). Although our 
figures are based on self report rather than on an ophthalmology 
survey, it is surprising how closely the figures correspond : 
1.6% blind or nearly blind and 8.3% with poor vision. 34% of the 
elderly subjects have been told that they have cataracts, and it 
is likely that there are many who have not consulted a doctor for 
failing vision, so that the true prevalence of cataracts is 
probably underestimated. Cataract appears to be much more common 
than glaucoma in this population. 
Between 40-64% of the elderly subjects had hearing 
impairment (hearing fair or poor). Only 6% were using hearing 
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aids. While there may be many reasons for the low frequency in 
use of hearing aids, lack of provisions for this service (ranging 
from unavailabity of ear, nose and throat specialists to lack of 
instructions in using hearing aids) is likely to be partly re-
sponsible. In a survey of elderly people aged 70 years and over 
living at home in the U.K., a comparable percentage (60%) have 
socially important hearing impairment, caused mainly by sensori-
neural deafness, followed by wax or middle ear disorder. (Herbst 
et al, 1981; Editorial 1987). Hearing aids provision was consid-
ered to be of benefit in many with hearing impairment (Corrado, 
1989). 
Joint pain restricting activities was a common com-
plaint in our elderly population, causing a degree of physical 
impairment in 28.5% of the subjects. The prevalence of joint 
pain is higher than that of a Swedish study, where joint com-
plaints were reported by 30-43% of women and 15-25% of men (Bagge 
et al, 1992). However, the Swedish study consisted of community 
living subjects, while 20% of our sample reside in institutions. 
This may account for the higher prevalence in this study. Howev-
er, the trend of higher prevalence in women is similar in both 
studies. The sex difference may represent a true difference in 
arthritis prevalence, or it may be explained by the fact that 
women more readily report symptoms of illness than men. Com-
plaints of joint pain do not seem to increase with age, and this 
was also observed in the Swedish study. Reduced mobility pain 
threshold, and increasing tolerance of physical symptoms with age 
have been suggested as possible causes for the absence of in-
crease in joint symptoms after age 70 years. 
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Drucr—Taking 
The relatively high proportion of nonprescription drugs 
taken by the elderly is probably a reflection of the local dis-
pensing regulation, whereby only certain drugs (such as steroids, 
antibiotics, hypnotics) require a prescription. This predisposes 
to self-medication. The percentage of elderly taking drugs (72%) 
is similar to other surveys in the elderly. In a community-
dwelling study of 5201 adults aged 65 years and older, 76% were 
taking at least one medicine (Psaty et al, 1992) , while in anoth-
er survey of 61 functionally active subjects aged 76-96 years, 
approximately three-quarters were taking medications (Delafuente 
et al, 1992). The percentages taking one to three medications 
among this elderly population were similar to those in the 1981 
Canada Health Survey (30%, 20%, 20%). Notably one quarter of our 
population took 5 drugs or more. Increase in the number of drugs 
being taken predisposes to adverse drug reactions and may encour-
age non compliance. Clearly there may be room for a more vigor-
ous review of the drugs being taken by the elderly population 
here, particularly since the prevalence of adverse drug reactions 
in Hong Kong rises with age (Chan et al, 1992), and the propor-
tion of patients admitted to hospital as a result of adverse drug 
reactions comprises 16% to 19% of all acute admissions (Col et 
al, 1990). 
The most common drug group taken was the antihyperten-
si ve drugs. As in other studies (McKim & Mishara, 1987), cardio-
vascular drugs and diuretics together were taken by approximately 
15-34% of the elderly population. Vitamins and analgesics were 
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also frequently taken. In contrast, hypnotic/tranquillisers and 
laxatives were less used while antacids were more commonly used 
compared to the Canadian elderly population. 
Functional—Disability 
Overall, the majority (76.7%) of the sample population 
have independent activities of daily living, the proportion being 
less among those aged 80 years and over, and among those living 
in institutions. Activities which were most difficult included 
bathing and managing stairs. Approximately 9% and 12% of the 
elderly were unable to perforin these activities independently. 
These figures are comparable to those in Great Britain where 9% 
of those aged 65 years and over could not perforin either activi-
ties, the figure rising from 5% in these aged 70-74 years to 31% 
in those aged 85 years (OPCS, GHS, 1988b). 
Four percent had difficulty in walking. However, when 
walking was assessed objectively, 14% could not complete the 16 
feet walk or were unsteady. A higher percentage of the older 
subjects (aged 80 years and over), and a higher percentage of 
elderly women aged 80 years and over could not perforin the test. 
This test is an objective assessment of an individual‘s mobility 
and may give an indication of an individual's liability to fall. 
Walking speed was lower in the older subjects, and in women 
compared with men. Muscle strength, and to a smaller extent 
presence of health problems and leg pain were found to be the 
major factors in affecting walking speed (Bassey et al, 1992； 
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Bendall et al, 1989)• Thus improvement should be possible with 
rehabilitation programmes. Women and older subjects tend to take 
smaller steps on walking. This finding would be compatible with 
a recent hypothesis that there is an age-associated bradykinesia 
which could be a consequence of preclinical idiopathic parkinso-
nism (Dobbs et al, 1992). 
Overall, 11% had urinary incontinence and 7% faecal 
incontinence, with higher prevalence among the older age group 
and institutionalized subjects. The prevalence of urinary incon-
tinence was 15% for the older age group and 16% for institution-
alized subjects, while corresponding figures for faecal inconti-
nence were 10—12% and 13%. In a previous study of 768 elderly 
Chinese aged 60 years and over living in institutions in Hong 
Kong, 24.5% were found to have urinary incontinence and 15.6% had 
faecal incontinence (Leung, 1992). The overall prevalence of 
urinary incontinence in an elderly population aged 60 years and 
over was reported to be 23.5%, while the prevalence of faecal 
incontinence varied from 4.2-16.9% for the groups below and above 
85 years (Kok et al, 1992). Figures for elderly living in long-
term care institutions were much higher - 4-86% for urinary 
incontinence and 7-57% for faecal incontinence. (Royal College 
of Physicians Report, 1992).^ The high prevalence of incontinence 
in institutionalized subjects is not surprising, as it consti-
tutes one of the common reasons for admission in the first in-
stance. 
Although the prevalence of functional disability was 
higher among elderly subjects living in institutions compared 
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with community living subjects, the percentage of subjects in 
institutions with independent activities of daily living is 
surprisingly high (58%). This finding indicates the importance 
of factors other than functional disability in contributing to 
institutionalization in this community. 
Use一of—HeaIth 一Services 
The elderly in our population visited doctors fairly 
frequently each year, and as high as half of the population 
visited private doctors. These doctors charge consultation fees 
and usually supply drugs for less than a week. Government clin-
ics only charge a nominal fee which includes sufficient drug 
supply until the follow-up visit. The fee may be waived entirely 
in case of financial hardship. However, these clinics are over-
crowded with long queues, so that the physically frail elderly 
may find it difficult to attend these clinics. The pattern of 
doctor visits suggests that for primary health care, the elderly 
rely heavily on private practitioners. Traditional Chinese 
doctors, who also charge consultation fees, only played a minor 
part in health care. Use of hospital services was similar to 
those in the U.K., where 20% of men and 16% of women aged 75 
years and over were admitted to hospital in a preceding twelve-
month period (OPCS, GHS, 1988a), compared with our overall figure 
of 23%. Similarly, Mullner et al (1987) reported that 20% of 
Americans aged 65 years and over were admitted to hospital over a 
one year period. Factors determining hospital admission rates 
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include levels of morbidity and availability of hospital beds. 
Factors—associated 一 with—Dependency 
After adjusting for age and sex, impairment of func-
tional ability as represented by a Barthel score of <19, is 
associated with institutionalization, poor mental score, poor 
self-perceived health, the presence of many chronic diseases 
(either singly or in combination) , and use of medication. Inter-
estingly, disability is more associated with residence in private 
institutions, suggesting that residents in private institutions 
tend to be more disabled than those in subvented institutions. 
However, the latter tend to have better staffing levels. It 
appears from this survey that the burden of caring for the disa-
bled elderly falls heavily on private institutions which are less 
likely to be able to cope, potentially predisposing to neglect or 
abuse of the elderly. A longitudinal study is required to iden-
tify factors predisposing to dependency, so that the role of 
prevention may be determined. Nevertheless, one can conclude 
from this survey that physical health has a major role compared 
with other factors. 
\ 
Factors—associated一 with 一 I n s t i t u t i o n a l i z a t i o n 
After adjusting for age and sex, institutionalization 
is associated with being single or widowed, social welfare as-
sistance, poor mental and Barthel score, a history of stroke, 
dementia and tuberculosis, poor vision, use of mobility aids, 
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unsteady gait, and increased use of health services. Subjects in 
institutions were less likely to be current smokers, or to take 
alcohol or nonprescription drugs, probably as a result of the 
rules of the institutions. In the overall multivariate logistic 
model, significant positive factors were age, sex, marital sta-
tus, mental and Barthel score, and a history of tuberculosis. 
The latter probably coexisted with chronic lung disease. 
Again, a follow-up study of these subjects is needed 
in order to identify factors predisposing to institutionaliza-
tion, but marital status, mental and functional disability would 
seem to be major factors. It is likely that measures resulting 
in reductions in the numbers of subjects with many of the chronic 
diseases including dementia will have a substantial impact on 
dependency and institutionalization. 
Implications一for— Health—and—Social—Services 
The number of elderly aged 70 years and above is 
340,900 for 1992, projected to rise to 453,500 by 2000. The 
present number with chronic diseases is estimated to be 262,493, 
requiring care from the health services. The burden on certain 
areas is particularly heavy -ophthalmology, ear nose and throat 
specialists, and dentists. Estimated numbers requiring these 
services are 115,000, 89,000, and 205,000 respectively. Again, 
these numbers may be expected to increase by 33% by 2000. The 
lack of low cost specialist care in these areas is reflected in 
the long waiting times at these clinics. Since the majority 
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cannot afford private treatment, the number of such clinics and 
specialists must be increased to deal with the burden of sensory 
impairment in our community. Similarly, the absolute numbers of 
those with reported dementia is approximately 3410 (1%). As 
there are few psychogeriatric and no long stay geriatric beds, 
the most care falls on private nursing homes or family members. 
Preventive measures able to reduce the incidence of 
chronic diseases or dementia will ease the burden on health 
services considerably. Such measures shown to be effective 
include the treatment of hypertension and diabetes, and the 
avoidance of smoking. Although nothing is known regarding pre-
vention of dementia due to Alzheimer‘s Disease, a substantial 
proportion of dementia is a result of multiple infarcts. For the 
latter, secondary prevention has been demonstrated in some stud-
ies, where those treated with aspirin after a stroke had better 
cognitive performance compared with those on placebo (Meyer et 
al, 1986; Meyer et al, 1989). 
The estimated number of elderly aged 70 years or over 
living in the community with functional disability is 64,771. 
Presumably they are supported by a combination of informal care 
(relatives, neighbours) and formal care (health and social serv雜 
ices). Reduction of informal care support, for example, as a 
result of relatives emigrating, will place a heavier demand on 
formal care, either in the form of increasing community multidis-
ciplinary care centres or number of places in longterm care 
institutions. It cannot be assumed that community care is pref-
erable to institutional care, since there is no information about 
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the preference of the elderly or comparative costs in this coimu-
nity. Further studies are needed to determine what types of 
formal care should be expanded to meet the needs of those with 
functional impairment. Again, prevention of chronic diseases and 
cognitive impairment may reduce the level of functional disabili-
ty in this community. 
Estimates could be made regarding future provision of 
places for longterm and acute institutional care. If the figure 
of 20% of elderly living in institutions remain unchanged, then 
the number of places required by 2000 could be as high as 90,700. 
For acute care, over a one year period, 23% were admitted to 
hospital with a median stay of 10 days. By 2000, the number of 
bed-days (no. of patients x duration of stay) would be 104,3 05 x 
10, or 1, 04 3 , 050 • At present the government provides the majori-
ty of beds in Hong Kong. There are 10,666 beds in the following 
category available for use of patients of all ages including the 
elderly : geriatric, internal medicine, surgery, orthopaedics, 
gynaecology, and rehabilitation. The total number of bed-days 
over 12 months will be 3,893,090 (10,666 x 365) . In other words, 
patients aged 70 years and above would occupy roughly one-quarter 
of all hospital beds. Planning of future acute services would 
need to take these figures into account. 
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II. Conclusion 
In this sample of elderly Chinese aged 70 years and 
over selected by stratified random sampling, approximately half 
were widowed, half were supported by the Social Welfare Depart-
ment, one fifth lived in institutions with only about 8% of the 
elderly living alone in the community. The levels of cognitive 
impairment, chronic diseases, and functional impairment were 
high, being 23%, 78%, and 23% respectively. Poor cognitive 
function and physical health predispose to functional dependency, 
while the latter, together with marital status and poor cognitive 
function were associated with institutionalization. There should 
be scope for preventive measures in reducing the prevalence of 
chronic diseases and possibly mental decline, and thus reduce the 
level of dependency and institutionalization in this community. 
The burden of physical impairment is particularly heavy 
for ophthalmology, ear nose and throat, dental, and psychogeriat-
ric services. The large numbers of elderly with functional 
impairment living in the community highlight the need for support 
from combined formal and informal care networks. Further studies 
are required to determine the merits of community versus institu-
tional care for those with functional disability. The demand for 
hospital beds is also high, approximately one quarter being 
occupied by those aged 70 years and over. The number of elderly 
aged 70 years and over is projected to increase by 33% by the 
year 2 000, and our survey will provide a rough estimate of the 
provisions required from the health and social services in caring 
for the elderly. 
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THE 一CHINESE-UNIVERSITYOF—HONGKONG 
D命artment—Of一Coimunitv 一 Medicine 
and_Departinent_of_Medicine 
Questionnaire For Study On The Elderly 
1. Genera1—Information_on_Interview 
I. Respondent No. 一 __ Respno 
2.I.D. No. I 
3 • Name 
4. Sex ( 1. Male 2. Female ) Sex 
5. Date of Birth (I.D.) DOB 
~Y ~M H ~D 
6. Age (Report) AGE 
(I.D. ) AGEID 
7. Address 
8. Tel. No. 
* * * * * * * * * * * 
9. Interviewer's Name INTVNO 
10. Date of Interview — — — — DATE 
I T "IJ "m HD 
II. Time Started AM/PM 
12 . Time Ended AM/PM 
13. Length of Interview Minutes TIME 
14. Place of interview: 1. Normal home PLAGE 
2• Institution 
15. Subject or proxy of interview: SUBJECT 
1. Subject 
2• Proxy 
3. Subject and Proxy 
If proxy was used, 
a) Relationship with subject: _一 RELATION 
1. Spouse 
2. Children 
3. Son/daughter-in-law ‘ 
4. Grandchildren 
5. Other relatives 
6. Friends/Neighbors 
7. Staff of Institution 
8. Others, specify 
• 
1 
b) Reason for not interviewing subject: REASON 
1. Confused to respond 
2. Too ill to respond 
3. Refused by relatives 
4. Others, specify 
i 
16. Reason for refusal, incomplete and unsuccessful case: 
. ... . . i 1st call . Interviewer — 
2nd call Interviewer 
3rd call Interviewer 
17. Interviewer書s Remarks: 
18. Questionnaire checked by Date 
II- Social一Demographic 一Backqround 彳 
1. How long have you been living in Hong Kong? INHK 
[If less than 1 year, Record 900] 
Number of years : 
2. What is your current Marital Status? MARITAL 




5. Others, specify 
3. Highest education level obtained: EDUCTN 
1. No formal education 
2. "Bok Bok Chai" school 
3• Not completed primary 
4• Completed primary 
5. Not completed secondary , 
6. Completed secondary 
7• Post secondary or higher 
8• Unknown 
4. What is your religion? RELIGION 
1. No religion 
2• Buddhist 
3. Taoist 
4. Catholic ‘ 
5• Protestant 
6. Islam 
7. Folk beliefs 
8. Ancestor 
9. Others, specify — 
2 
5. What was your main occupation or occupation for 
the longest time? JOBl 
1. Professional, technical and related workers 
2. Administrative and managerial workers 
3. Clerical and related workers 
4. Sales workers (include wholesale & retail, 
import & export trade) 
5. Service workers (include catering, hotel, 
barbers, hairdresser, 
policemen, tourist) 
6. Equipment operators or drivers . 
7. Heavy physical workers (include laborers, 
fishermen, production 
& construction workers) 
8. Farmer or farm worker 
9• Miners 
10. Armed forces 
11. Not working 
12. Don *t known 
6. What is your present work status? WORK 
1. Working full-time [Go to Q.7] 
(no less than 40 hours per week) 
2. Working part-time [Go to Q.7] 
(no more than 40 hours per week) 
3. Retired 
4. Not employed [Go to Q.7] 
5. Housewife only [Go to Q.7] 
a) How long has it been since you retired? 
Number of year : RETIREDl 
[If less than 1 year, Record 90] 
b) The main reason of your retirement is : ____ RETIRED2 
1. Health 
2. Age 
3• Do not want to work any more (early retirement) 
4. Couldn't find appropriate work 
5. Others, specify 
* 
3 
7. For Married Only 
What was the main occupation or occupation for the 
longest time of your spouse? 
Describe nature of job: J0B2 
1. Professional, technical and related workers 
2. Administrative and managerial workers 
3. Clerical and related workers 
4. Sales workers (include wholesale & retail, 
import & export trade) 
5. Service workers (include catering, hotel, 
barbers, hairdresser, 
policemen, tourist) 
6. Equipment operators or drivers 
7. Heavy physical workers (include laborers, 
fishermen, production 
& construction workers) 
8• Farmer or farm workers 
9• Miners 
10. Armed forces 
11. Not working 
12• Don•t known 
A) Menta l_State_Assessment 
Points Score 
1. What is your name? 0/1 MENTALl 
2. What is your age? 0/1 MENTAL2 
3. When is your date of birth? 0/1 MENTAL3 
4. What is the Year? 0/1 MENTAL4 
5. What is the Month? 0/1 MENTALS 
6. What is the Day of Week? 0/1 _ _ MENTALS 
7. Knows name of Block/Street? 0/1 MENTAL? 
8. Knows name of Estate/District? 0/1 MENTALS 
9. Knows name of City? 0/1 MENTAL9 
10. Who is H.K. Governor? 0/1 MENTALl0 
11. Who is the Chinese Premier? 0/1 MENTALl1 
12. What is the Color of Nat. Flag? 0/1 MENTAL12 
(Mainland China or Taiwan) 
Total Score: MSCORE 
** If Total Score is less than 6, go to section V and VI and 
the remaining interview should be carried out using proxy. 
4 
IV) Physical一Health 
A) Genera1一 HeaIth—Status 
1. How would you evaluate your present health; 
is it: 1. Very good HEALTHl 
2. Fair good 
3. Average 
4• Fair bad 
5. Very Bad 
2. If you compare your health with that of other 
persons you know of your own age, is your own 
health: 1. Better HEALTH2 
2• About the same 
3• Worse 
8• Cannot say 
3. If you compare your health with one year ago, 
is your own health: 1. Better HEALTH3 
2. About the same 
3. Worse 
8. Cannot say 
4a) During the past 12 months, how many times 
have you visited a doctor? GP 
[If none, record 90 & Go to Q.5] 
b) What kinds of doctor have you visit? 
[If none, record 90] 
i. Private GP. GLINICl 
ii. Govt, or subvented clinic/Hosp O.P.D. CLINIC2 
iii. Chinese doctor CLINIC3 
5a) During the past 12 months, how many times 
have you been admitted to a hospital? HOSPITAL 
[If none, record 90] 
b) If at all, how many days totally have you been 
in a hospital during the last 12 months? HOSPDA 
6. Are you taking any prescription medicines at 





7. Are you taking any non-prescription medicines 
(including vitamins) at the present? NPDRUG 
1. No 
2. Yes 
8. How many different kinds of medicine all 
together are you taking? DRUGNO 
[If none, record 90 & Go to Q.10] 
9a) What kinds of drugs or injections are you taking? 
[A = Information obtained from respondent 
B = observation of prescription by interviewer] 
A B 
i. Diuretic 1. No — 一 DRUGIA-B 
2. Yes — 一 
8. Don't know 
ii. Antihypertensive drugs 1. No — — DRUG2A-B 
(other than diuretic) 2. Yes 
8. Don *t know 
iii. Cardiovascular drugs 1. No — _ DRUGSA-B 
(other than diuretic & 2. Yes 
antihypertensive drugs) 8. Don't know 
iv. Bronchodilator 1. No — — DRUG4A-B 
2 . Yes 
8. Don't know 
V. Respiratory system drugs 1. No — — DRUG5A-B 
(other than 2. Yes 
bronchodilator) 8. Don't know 
vi. Antacids or H2-receptor 1. No — — DRUG6A-B 
antagonists 2• Yes 8• Don*t know 
vii. Laxatives 1. No — — DRUG7A-B 
2. Yes 
8. Don't know 
viii. C.N.S. drugs 1. No — — DRUGSA-B 
eg. Parkinson‘s disease 2. Yes 8. Don't know 
ix. Psychotropic or 1. No — — DRUGA-B 
sedatives 2. Yes 8. Don't know 
X. Diabetic drugs 1. No 一 — DRUG10A-
2. Yes 
8. Don't know 
6 
xi. NSAID or analgesics 1. No 一 — DRUG11A-
2. Yes 
8. Don't know 
xii. Steroids or other 1. No — — DRUG12A-
hormones 2. Yes 
8. Don't know 
xiii. Vitamins or mineral 1. No _ — DRUG13A-
supplements 2. Yes 
8. Don‘t know 
xiv. Antibiotics 1. No 一 — DRUG14A-
2. Yes — 
8• Don‘t know 
XV. Antihistamines 1. No — 一 DRUG15A-
2• Yes 一 
8. Don't know 
xvi. Local (skin) 1. No — — DRUG16A-
preparations 2• Yes 
eg. analgesic balm 8. Don't know 
xvii. Chinese herbal 1. No — _ DRUG17A-
inedicine 2 • Yes 8• Don‘t know 
xviii. Others, 1. No — — DRUG18A-
2 • Yes 
8. Don‘t know 
9b) Record by interviewer 
i.) How many different kinds of medicine 
without labeled are you taking? DRUGNL 
[If none, record 90] 
ii.) How many different kinds of medicine 
with labeled are you taking? DRUGWL 
[If none, record 90] 
Specify the name of medicine 
(1) (6) 
(2 ) m 
(3) (8) 
(4 ) (9) 
(5 ) (10) 
• 7 
10. Do you use a hearing aid? HEARAID 
1. No 
2. Yes 
11. How is your hearing (with hearing aid, if 
needed? 1. Excellent. HEARING 
2• Good 
3• Fair 
4. Fair bad 
5• Poor 
6. Near deaf or completely deaf 
12. Do you normally need to wear glasses? GLASSES 
1. No 
2. Yes 
13. How is your eyesight (with glasses or contacts, 
if needed)? 1. Excellent. VISION 
2. Good 
3. Fair 
4. Fair bad 
5. Poor 
6. Near blind or completely blind 
14a) Can you see things on TV? SEEl 
1. Yes [Go to Q.15] 
2. No 
b) If No, use Finger test 
Can you count the number of fingers? SEE2 
1. Yes [Go to Q. 15] 一 ~ 
2. No 
c) If No in Finger Test, 
Can you see light? SEE3 
1. Yes 
2. No 
15. Do you now have (told by doctor) 





b) Glaucoma GLAUCOMA 





16. Do you have a dental prosthesis? DENTAL 
1. No 
2. Yes 
17. Do you have difficulty in chewing or biting food? CHEWING 
1. No 
2. Yes 
18• Has your weight decreased more than 5 pounds in 
the past 12 months?(eg. Jan. 一 Dec. 1990) ___ WGTl 
1. No “ 
2. Yes 
8. Don't know 
19. Has your weight increased more than 5 pounds in 
the past 12 months? (eg. Jan. - Dec. 1990) WGT2 
1. No 
2. Yes 
8. Don‘t know 
B) Past 一 medical一history 
1. Have you ever been told by a doctor that you 
have the following medical condition? 
a) Cerebrovascular disease 1. No PMHl 
2. Yes 
8. Don*t know 
b) Parkinson's disease 1. No PMH2 
2. Yes 
8. Don書t know 
c) Cardiac disease (including 1. No PMH3 
Coronary heart disease, 2. Yes 
Heart failure, Arrhythmias) 8. Don't know 
d) Hypertension 1. No PMH4 
2. Yes 
8. Don‘t know 
e) Chronic bronchitis 1. No PMH5 
or Emphysema 2. Yes 
8. Don't know 
f) Asthma 1. No PMH6 
2. Yes 
8. Don't know 
g) Tuberculosis 1. No PMH7 
2. Yes 
8. Don’ t know 
9 
h) Peptic ulcer 1. No PMH8 
2. Yes 
8. Don't know 
i) Diabetes mellitus 1. No PMH9 
2. Yes 
8. Don't know 
j) Arthritis 1. No PMHIO 
2. Yes 
8. Don *t know 
k) Old fracture 1. No _ _ PMHll 
2. Yes 
8• Don•t know 
1) Dementia 1. No PMH12 
2. Yes 
8. Don‘t know 
m) Psychiatric 1. No PMH13 
(other than Dementia) 2. Yes 
8• Don‘t know 
n) Malignancy 1. No _ _ PMH14 
2. Yes 
8. Don't know 
o) Others, 1. No ___ PMH15 
specify 2 . Yes 
‘ 8• Don *t know 
2. During the past month, have you had any 
of the following symptoms? 
a) Headache 1. No SYMPTOMl 
2. Occasionally (<=1 time/wk.) 
‘ 3. Often (>=2-3 times/wk.) 
b) Dizziness 1. No SYMPT0M2 
2. Occasionally (<=1 time/wk.) 
3. Often (>=2-3 times/wk.) 
c) Heart Palpitation 1. No SYMPT0M3 
2. Occasionally (<=1 time/wk.) 
3. Often (>=2-3 times/wk.) 
d) Worsening of memory 1. No SYMPT0M4 
2. Occasionally (<=1 time/wk.) 
3. Often (>=2-3 times/wk.) 
e) Constipation 1. No SYMPTOMS 
2. Occasionally (<=1 time/Wk.) 
3. Often (>=2-3 times/wk.) 
f) Stomach pains 1. No SYMPTOMS 
2. Occasionally (<=1 time/wk.) 
3. Often (>=2-3 times/wk.) 
10 
C) Skeletal_Prob1ems一and一Falis 
1. Do you have any joint pain? SKELl 
1. No [Go to Q.4] 
2. Yes 
2. Do the joint pain restrict your activities? SKEL2 
1. No f 
2 • Yes 
3. Location of joint pain 
No Left Right Both 
a. Neck 1 2 3 4 _ _ JOINTPNl 
b. Shoulder 1 2 3 4 J0INTPN2 
c. Elbow 1 2 3 4 J0INTPN3 
d. Wrist/Hand 1 2 3 4 J0INTPN4 
e. Hip 1 2 3 4 J0INTPN5 
f. Knee 1 2 3 4 J0INTPN6 
g. Ankle/Foot 1 2 3 4 _ _ J0INTPN7 
h. Back 1 2 3 4 J0INTPN8 
4. Have you had any falls during the last 
12 months?(eg. Jan. - Dec. 1990) FALLl 
1. No [Go to Q.ll] 
2. Yes 
5. How many times have you fallen during 
the last 12 months? FALL2 
[If none, record 90] 
6. Where did you fall? FALL3 
1• Bathroom 
2• Kitchen 
3. Sitting room 
4. Bedroom 
5. Outdoors 
7. Circumstances of fall, due to FALL4 
1. Dizziness 
2. Loss of consciousness 
3. Legs giving way ‘ 
4. Tripping or pushing by others 
8. Don‘t known 
11 
8. Any injuries? FALLINJl 
1. No [Go to Q.ll] 
2. Yes 
9. Which part of your body was get wounded? FALLINJ2 
1. Soft tissue injury 
2. Fracture of arm 
3. Fracture of leg 
4• Fracture of hip 
5. Fracture of skull 
6. Head injury 
7. Others, specify 
8. Don*t known 
10. Do you need admission to hospital? FALLHOSP 
1. No 
2. Yes 
11. Have you had any of the fracture not 




1. Have you ever had any pain or discomfort 
in your chest? _ _ CHESTPNl 
1. No [Go to Q.9] 
2. Yes 
2. Show me where you get this pain or discomfort. 
No Yes 
a. Upper or middle sternum 1 2 _ _ CARDIACl 
b. Lower sternum 1 2 CARDIAC2 
c. Left anterior chest 1 2 CARDIAC3 
d. Left arm 1 2 CARDIAC4 
e. Others, specify 1 2 CARDIACS 
4 
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* [For interviewer: 
If the respondent can't answer Q.3 to Q. 7 
due to immobile, specify the reason: _ ] 
3. Do you get this pain or discomfort when 
you walk uphill or hurry? CHESTPN2 
1. No 
2. Yes 
8. Don't know 
4. Do you get it when you walk at an ordinary 
pace on the level? CHESTPN3 
1. No 
2. Yes 
[If YES to Q.3 or Q.4, Please do Q.5, 
Otherwise go to Q.8] 
5. What do you do if you get it while you are 
walking? CHESTPN4 
1. Stop or slow down 
2. Carry on [Go to Q.8] 
6. Does it go away when you stand still? CHESTPN5 
1. No [Go to Q.8] ‘ 
2. Yes 
8• Don‘t know 
7. How soon does it go away? CHESTPN6 
1. 10 min. or less 
2. More than 10 min. 
3• Taking cardiac drugs 
8. Don't know 
8. Have you ever had a severe pain across 
the front of the chest lasting for half 
an hour or more? CHESTPN7 
1. No 
2. Yes, only in the past month 
3. Yes, previous to the past month 
4. Yes, in the last month as well as before 
4 
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* [For interviewer: 
If the respondent can‘t answer Q.9 to Q.lOc 
due to immobile, specify the reason: 
: ： _] 
9• In the past month, have you ever been 
troubled by shortness of breath when 
hurrying on level ground or walking up 
a slight hill? BREATH1 
1. No [Go to Q.11] 
2. Yes 
8. Don't know 
10a) Are you able to keep up with people 
of similar age on the level but not 
on hills or stairs? BREATH2 
1. Yes [Go 七。Q.ll] ~ 
2. No 
8. Don‘t know 
b) Able to walk for 1 mile on the level at 
own pace but unable to keep up with people 
of similar age. BREATH3 
1. Yes [Go to Q.11] 
2. No 
8. Don't know 
c) Able to walk about 100 yds. on the level. BREATH4 
1. Yes [Go to Q.ll] 
2. No 
8. Don *t know 
d) Breathless at rest or minimal effort. BREATH5 
1. No 
2. Yes 
e) Do you get short of breath while lying 
flat in bed? BREATH6 
1. No [Go to Q.ll] 
2. Yes 
f) Does this go away when you sit up or 
stand up? BREATH7 
1 • Yes ~ ~ 
2. No 
11. In the past month, have you had swelling 




4. Both ‘ 





I.) WHEEZE AND TIGHTNESS IN THE CHEST 
1. Have you had wheezing or whistling in your 
chest, at any time in the last 12_months? WHEEZEl 
1. No -
2. Yes 
2. Have you waken up with a feeling of tightness 
in your chest first thing in the morning, 
at any time in the last 12—months? . _ _ WHEEZE2 
1. No [Go to Section II] — 
2. Yes 
3. If your chest feels tight first thing in the morning 
how long does it last until it becomes free? 
Duration Min WHEEZE3 
II.) SHORTNESS OF BREATH 
1. Have you at any time in the last 12—months, 
had an attack of shortness of breath that came � 
on during the day when you were not doing 
anything strenuous? BREATHS 
1. No 
2. Yes 
2. Have you, at any time in the last 
12一months, been waken at night 
by an attack of shortness of breath? BREATH9 
1. No 
2. Yes 
III.) PHLEGM FROM THE CHEST 
1. Do you usually bring up phlegm from 
your chest first thing in the morning? PHLEGMl 
1. No 
2. Yes 
2. Do you cough up phlegm on most days during 
at least 3 consecutive months for more .. 
than 2 successive years? PHLEGM2 
1. No 
2. Yes ‘ 
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IV.) BREATHING 
1. Which of the following statements best 
describes your breathing? _ _ BREATH10 
1- I never or only rarely get trouble 
with my breathing. 
2. I get regular trouble with my 
breathing, but it always gets 
completely better. 
3. My breathing is never quite right. 
V.) GENERAL 一 ALLERGY 
When you are in a dusty part of the house 
or with animals (for instance dogs, cats) 
or near feathers (including pillows, quilts 
and eiderdowns) do you ever: 




8• Don冒 t know 
2. Start to feel short of breath? ALLERGY2 
1. No 
2. Yes 
8. Don't know 
VI.) THINGS THAT MAKE YOU SHORT OF BREATH, WHEEZE OR COUGH. 
In this question we would like to know if 
any of the following things affect your 
chest in that they make you short of breath, 
wheeze or cough. 
[More than one item can be checked] 
1. When you go from a warm room out in to the 
cold air: CAUSEl 
1. None 
2. as Short of Breath 
3• as Wheeze 
4• as Cough 
8. Don省t know 
2. Household chemicals--: like bleach or 
hairspray or perfume: CAUSE2 
1• None ‘ 
2. as Short of Breath 
3. as Wheeze 
4. as Cough 
8. Don't know 
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3. Traffic fumes CAUSES 
1. None 
2. as Short of Breath 
3. as Wheeze 
4• as Cough 
8. Don*t know 
4. When you go in to a smoky room: CAUSE4 
1 • None 
2• as Short of Breath 
3. as Wheeze 
4• as Cough 
8. Don‘t know 
VII•) ILLNESS 
1. Have you had any of the following conditions? 
a) ASTHMA ILLl 
1. No 
2. Yes 
b) HEART TROUBLE ILL2 
1. No 
2. Yes 
c) BRONCHITIS ILL3 
1. No 
2. Yes 
d) EMPHYSEMA ILL4 
1. No 
2. Yes 
e) TUBERCULOSIS ILL5 
1. No 
2. Yes 
[If Yes to Asthma, Bronchitis or Emphysema, 
Please do Q.2., 
Otherwise go to section F] 
2• Have you had to see your doctor about your 






Barthel ADL Scale 
Point Score 
la) Feeding 
i. Independent-can use any necessary 3 ADLl 
utensil; eats within adequate span 
of time; can use chopsticks to get 
food into mouth； food may be placed 
within reach. 
[If Independent, Go to Q. 2] 
ii. Needs help 2 
iii. Dependent on others-must be fed 1 
b) If Needs help or Dependent on others, 
How long has it been since you Needs help 
or Dependent on others? Yrs == == ADL2 
[If less than one year, record 90] 
2a) Personal—qroominq 
i. Independent-looks after himself, e.g. 2 ADL3 
washes his hands, combs his hair, 
shaves himself and brushes his teeth 
[If Independent, Go to Q. 3] 
ii. Dependent on others-needs some helps 1 
b) If Dependent on others, 
How long has it been since you Dependent on 
others? Yrs == == ADL4 
[If less than one year, record 90] 
3a) Dressing 
i. Independent 3 ADL5 
[If Independent, Go to Q.4] 
ii. Needs help. 2 
iii. Dependent on others 1 
b) If Needs help or Dependent on others, 
How long has it been since you Needs help ‘ 
or Dependent on others? Yrs == == ADL6 




i. Independent-no help; can adjust his own 4 ADL7 
wheel chair if necessary. 
[If Independent, Go to Q.5] 
ii. Minimal help-including verbal supervision 3 
and little physical support,e.g. by 
spouse, who is not very strong. 
iii. Considerable help-can sit up alone, but 2 
needs a lot of help. 
iv. Dependent on others-must be lifted by two 1 
persons, cannot sit alone. 
b) If Needs help or Dependent on others, 
How long has it been since you Needs help 
or Dependent on others? Yrs == = = A D L 8 
[If less than one year, record 90] 
5a) Walking 
i. Independent-can use any aid with the 4 ADL9 
exception scooter;speed not important 
(walking distance usually 50 m, or 
corresponding distance at home)• 
[If Independent, Go to Q.6] 
ii. Needs help-verbal or physical support, 3 
including help to get across thresholds 
or other help when standing. 
iii. Independent in wheel chair-must manage 2 
corners alone. 
iv. Immobile-must be wheeled by others. 1 
b) If Needs help, Independent in wheel chair 
or Immobile, 
How long has it been since you Needs help, 
Independent in wheel chair or Immobile? 
_Yrs == == ADLIO [If less than one year, record 90] 
c) If the respondent can't walk 





i. Independent-must carry walking aid, if 3 ADLll 
using one. 
[If Independent, Go to Q.7] 
ii. Needs help-physical of verbal support, 2 
carrying aid etc. 
iii. Unable-needs lift or cannot manage stairs. 1 
b) If Needs help or Unable, 
How long has it been since you Needs help or 
or Unable? Yrs == == ADL12 
[If less than one year, record 90] 
7a) Toilet 
i. Independent-can arrange his clothing, 3 ADL13 
wipe himself,flush the toilet,empty 
the chamber pot without help; can enter 
and leave the toilet without help. 
[If Independent, Go to Q.8] 
ii. Needs help-can manage if supported to keep 2 
his balance, arrange his clothing or use 
toilet paper,can still use the toilet. 
iii. Dependent on others-cannot manage without 1 
considerable help. 
b) If Needs help or Dependent on others, 
How long has it been since you Needs help 
or Dependent on others? Yrs == == ADL14 
[If less than one year, record 90] 
8a) Bathing 
i. Independent-can wash himself completely, 2 ADL15 
by taking a shower, a full bath or using 
the sponge while standing; can enter or 
leave bathroom or shower without help. 
[If Independent, Go to Q.9] 
ii. Dependent on others-needs some help 1 
b) If Dependent on others, 
How long has it been since you Dependent ‘ 
on others? ； Yrs == == ADL 16 




i. Continent-can use any instrument (e,g. 3 ADL17 
catheter) if required. 
[If Independent, Go to Q.10] 
ii. Occasional mishap-less than once a week； 2 
needs help with catheter. 
[If Occasional mishap, Go to Q.9c] 
iii. Incontinent. 1 
b) Frequency of incontinent per day? == == ADL18A 
[If less than one time, record 90] 
c) If Occasional mishap or Incontinent, 
How long has it been since you Occasional 
mishap or Incontinent? Yrs == == ADL18B 
[If less than one year, record 90] 
d) Time of incontinent ADL18C 
1. Day 
2. Night 
3• Day and Night 
10a) Bowel—movement 
i. Continent-if he needs an enema or 3 ADL19 
suppository, he can manage alone. 
[If Independent, Go to Section V] 
ii. Occasional mishap-infrequent, i.e. less 2 
than once a week； needs help with enema. 
[If Occasional mishap, Go to Q.10c] 
iii. Incontinent. 1 
b) Frequency of incontinent per day? == == ADL2OA 
[If less than one time, record 90] 
c) If Occasional mishap or Incontinent, 
How long has it been since you Occasional 
mishap or Incontinent? Yrs == == ADL2 0B 
[If less than one year, record 90] 
d) Time of incontinent ADL21C 
1. Day 
2. Night -
3. Day and Night 
4 
. 21 
V.) Phvsica l_Measureinent 
(At least 2 measurements, take the average) 
1. Blood pressure (itimHg) 
1 st 2 nd Average 
Measurement Measurement 
一 Systolic —mitiHg mmHg mitiHg BPl 
-Diastolic mmHg — m m H g mmHg BP2 
2. Respiratory rate (time/minute) 
__ —time/min —time/min 一 —time/min RESPRATE 
3. Height (To the nearest 0.1cm.) 
— •—cm •—cm •—cm HEIGHT 
4. Weight (To the nearest 0.1kg.) 
— _ _ — • — k g •—kg •—kg WEIGHT 
5. Mid arm circumference (To the nearest 0.1cm) 
一 •一 c m — • cm — 一 • cm ARM 
6. Waist circumference (To the nearest 0.1cm) 
•一 c m •—cm .—cm WAIST 
7. Hip circumference (To the nearest 0.1cm) 
一 一 • — c m 一 — • cm — _ _ • cm HIP 
8. Biceps skin fold (To the nearest 0.Imm) 
._mm 一mm . — m m BICEPS 
9. Triceps skin fold (To the nearest 0.Imm) 
.—mm .—mm • — m m TRICEPS 
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V工•） Descriptive— Assessment 
1. Central Cyanosis: (eg. tongue is cyanosed) CYNOSIS 
1. No 
2. Yes 
2. Gross Muscular Wastage: WASTAGE 
1. No 
2 • Yes 
3a) Bed Sores: BEDSOREl 
1. No [Go to Q. 4] 
2. Yes 
b) If Yes, 
Location the Bed Sores: 
No Yes 
i. Back 1 2 BEDS0RE2 
ii. Sacral 1 2 BEDSORES 
ill. Buttock 1 2 BEDS0RE4 
iv. Ankle 1 2 BEDSORES 
V. Elbow 1 2 BEDS0RE6 
4a) Edema: EDEMAl 
1. No [Go to Q. 5] 
2. Yes 
b) If Yes, 
Where is/are your edema: 
No Yes 
i. Sacral 1 2 EDEMA2 
ii. Ankle 1 2 EDEMA3 
iii. Facial 1 2 EDEMA4 
iv. Ascites 1 2 edemas 
V. Generalized 1 2 EDEMA6 
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5a) External Deformities: DEFORMl 
1. No [Go to Q.6] 
2. Yes 
b) If Yes, 
Location of deformity: 
No Yes 
i. Neck (eg.kyphosis) 1 2 DEF0RM2 
ii. Shoulder 1 2 DEF0RM3 
iii. Elbow (eg.flexion 1 2 DEF0RM4 
deformity, 
iv. Wrist/Hand cannot 1 2 DEFORMS 
fully 
V. Hip extend) 1 2 DEF0RM6 
vi. Knee 1 2 DEF0RM7 
vii. Ankle/Foot (eg.dropped 1 2 DEFORMS 
foot deformed toe's) 
viii. Back/Spine (eg.kyphosis, 1 2 DEF0RM9 
humped back) 
6a) Prosthetic Devices: DEVICEl 
1. No [Go to Q.7] 
2. Yes 
b) If Yes, 
Location of Prosthetic Devices: 
No Yes 
i. Left upper limb 1 2 DEVICE2 
ii. Right upper limb 1 2 DEVICE3 
iii. Left lower limb 1 2 DEVICE4 
iv. Right lower limb . 1 2 DEVICES 
. 、 






No Left Right Both 
a) Rest Tremor 1 2 3 4 TREMORl 
b) Postural Tremor 1 2 3 4 TREM0R2 
(eg. arms outstretched) 
c) Intention Tremor 1 2 3 4 TREM0R3 
(Finger-to-nose test) 
9. Gait: 
a) i) Do you usually need a walking aid? GAITl 
1. No [Go to Q.9b] 一""“ 
2. Yes 
ii) If Yes, 
What kind of walking aid did you use? GAIT2 
1. Walking stick 
2• Quadripod cane 
3. Tripod cane 
4. Walking frame 
5. Wheel-chair 
6. Others, 
b) Eight Foot Gait Course with two—times 
i) Step continuity? — GAIT3 
1. Yes [Go to Q.9iii] 
2. No [Answer Q.9ii and then Go to 
section VII] 
ii) If No, 
What is the reason for unsuccessful 
step continuity? GAIT4 
1. Tried, but unable 
2• Refused 
3. Not performed for safety reasons 
iii) Walking condition? _ _ GAIT5 
1• Steady 
2. Unsteady or Stagger 
iv) Time for first walk: Seconds — — — • — G A I T 6 
(To the nearest tenth of a seconds) 
V) Steps for first walk: Steps GAIT7 
vi) Time for second walk: Seconds •—GAITS 
(To the nearest tenth of a seconds) ‘ 
vii) Steps for second walk: Steps GAIT9 
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VII.) Health Habits 
A.) Physical Activities 
1. Do you practice physical exercise? PEl 
1. Yes 
2. No [Go to section B] 
2. Do you have the following exercises? 
Frequently Occasionally No 
(2-3 times a (once a wk. 
wk. or more) or less) 
a. Morning walk 1 2 3 PE2 
b. Brisk walking 1 2 3 PE3 
c. Tai-Chi 1 2 3 PE4 
d. Hei-Kung 1 2 3 PES 
e. Luk-Tung 1 2 3 PE6 
f. Others, 1 2 3 PEIO 
specify ； 
3. On average, how many hours a day do you 
practice physical exercise now? PE7 
1. More than 4 hours 
2 . 3 - 4 hours 
3 . 1 - 2 hours 
4. 20 - 59 min. 
5. Less than 20 min. 
4. When you practice physical exercise now, 
which way do you usually do it? PES 




5. How does this physical exercise compare 
with one year ago? PE9 
1. Almost the same 
2. Increased 
3• Somewhat decrease 
4. Markedly decrease 
-t 
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B.) Smoking and Drinking 
la) Do you drink alcohol? Including beer, wine, 
spirits. DRINKl 
1. No [Go to Q.2] 
2. Yes 
b) If yes, how often do you drink? DRINK2 
1. Less than 1 time/week (no regularly) 
2 . 1 - 2 time/week 
3 . 3 - 4 time/week 
4. Daily or >=5 time/week 
2a) Have you ever smoked regularly, almost 
every day at least for one year? SMOKE1 
(This means at lease one or more cigarettes 
a day, or one or more cigars a week,or one 
or more ounces of pipe tobacco a month) 
1. No [Go to section C] 
2. Yes 
b) If Yes, for how many years? Yrs. SM0KE2 
3. What do you usually smoke? SM0KE3 
1. Manufactured cigarettes 
2. Hand rolled cigarettes 
3. Pipe 
4. Cigars 
4a) Are you still smoking now SM0KE4 
1. Not at all [Go to section C] 
2. Yes 
b) If Not at all, how many years since you 
give up smoking? Yrs. SMOKES 
[If < 1 year, record 90] — 
5. How many cigarettes do you smoke daily? 
sticks/day SM0KE6 
C.) Dietary Habits 
1. Are your meals cooked at home? MEALl 
1. Usually 




2. Who usually cook the meals to you? MEAL2 





6. Grand children 
7. Other relatives 
8• Friends 
9. Neighbors 
10. Home helpers 
11. Staff of Institution 
12. Others, specify 
3. How many times in a week do you have ？ 
times/week 
[IF none, record 90] 
a. Fruit — — FOODl 
b. Green Leafy Vegetables F00D2 
c. Non-green Leafy Vegetables F00D3 
d. Milk F00D4 
e. Milk in Tea/Coffee FOODS 
f. Soya Bean Products FOOD6 
g. Red Meat FOOD? 
h. White Meat FOODS 
i. Fish F00D9 
j • Egg FOOD 10 
k. Liver FOOD11 
1. Instant noodle F00D12 
VIII) MENTAL— HEALTH 
A) Problems—with—Sleep 
1. How many hours do you usually sleep per day, 
including naps? SLEEPl 
1. < 6 hours ‘ 
2 . 6 - 8 hours 
3. > 8 hours 
. 28 
2a) Do you have any trouble getting to sleep or 
difficult staying asleep? , SLEEP2 
1. No [Go to section B] 
2. Yes 
b) If Yes, do you take any medication to help 




— — Score 
No Yes 
1. Are you basically satisfied with your 
life? 2 1 DEPRESl 
2. Have you dropped many of your activities 
or interests? 1 2 DEPRES2 
3. Do you feel that your life is empty? 1 2 _一 DEPRESS 
4. Do you often get bored? 1 2 _ _ DEPRES4 
5. Are you in good spirits most of the 
time? 2 1 _ _ DEPRESS 
6. Are you afraid something bad is going 
to happen to you? 1 2 DEPRESS 
7. Do you feel happy most of the time? 2 1 DEPRES7 
8. Do you often feel helpless? 1 2 DEPRESS 
9. Do you prefer to stay at home rather 
than going out and doing new things? 1 2 DEPRES9 
10. Do you feel you have more problems with 
memory than most? 1 2 DEPRESIO 
11. Do you think it is wonderful to be 
alive now? 2 1 DEPRESll 
12. Do you feel pretty worthless the way 
you are now? 1 2 DEPRES12 
13. Do you feel full of energy? 2 1 DEPRES13 
14. Do you feel your situation is hopeless? 1 2 DEPRES14 
15. Do you feel most people are better off 
than you are? 1 2 DEPRES15 
4 
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C. Life Satisfaction 
1. How satisfied are you with your present life? SATISFY 
工 I 工 工 I I I 工 I _ I 
0% 50% 100% 
Very Bad Bad Fair Good Very Good 
2. Which of the following events are important to 
you in your daily living? (Please label with 
1, 2, 3 in the descending order of importance 
for three events.) 
1. Health 1st importance IMPl 
2• Working 
3. Family care 2rd importance I]yiP2 
4. Daily expenses 
5. Friendship 3nd importance IMP3 
6. EntertainmentSy^leisure 
7. Social activities 
8. Others, specify 
IX. Family Environment and Social Network 
A. Economic Conditions 
la) What is your sources of income? 
[Read each item, more than one item can be checked] 
No Yes 
1. Salary/Wages 1 2 INCOMEl 
ii. Pension/Retirement benefits 1 2 _ _ INC0ME2 
iii. Public assistance 1 2 INC0ME3 
iv. Old age allowance 1 2 INC0ME4 
V. Disability allowance 1 2 INCOMES 
vi. Family support 1 2 INC0ME6 
vii. Own savings 1 2 INC0ME7 
viii. Renting or Investment gain 1 2 INCOMES 
ix. Others, specify 1 2 INC0ME9 
4 
lb) If choose more than one source of income, 
Which is your major sources of income? MJINCOME 
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2. Total monthly income from all source for 
respondent alone? dollar/month TLINCOME 
1. <500 
2. 500 一 999 
3. 1000 - 1499 
4. 1500 - 1999 
5. >2000 
8. Don't know 
3. Do you think you have enough income to cover 
your daily expenses? EXPENSES 
1. More than enough 
2• Enough 
3. Just enough 
4. Not enough 
5• Very much not enough 
4. If you do not have enough money to cover your 
expenses, who would first ask for help? FHELP 
1. Seek help from children 
2. Seek help from relatives 
3. Seek help from friends 
4. Seek help from government e.g. Social 
Welfare Department 
5. Others, specify 
8. Don書t know 
B. Living Conditions 
1. What type of housing are you living now? HOUSEl 
1. Own private flat (including Home 
Ownership Scheme) 
2. Rent flat 
3• Rent room 
4• Rent bedspace 
5. Public housing 
6• Roof top 
7. Squatter/non-permanent housing 
8. Institution 
9. Others, specify 丨 
. • J 
If Living in Institution, 
a) What type of institution are you living? H0USE2 
1. Old age hostel 
2. Old age home 
3. Care & attention home 
4. Infirmary 
b) 1. Private H0USE3 
2. Subvented ‘ 
c) How long have you been living in institution? 
Number of years : H0SUE4 
[If < 1 year, record 90] 
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2a) Who is living with you? 
[More than one item can be checked] 
No Yes 
1. Living alone 1 2 LIYEWIA 
2. Spouse 1 2 LIVEWIB 
3. Children 1 2 LIVEWIC 
4. Son/daughter-in-law 1 2 LIVEWID 
5. Grand children 1 2 _ _ LIVEWIE 
6. Siblings 1 2 LIVEWIF 
7. Other relatives 1 2 LIVEWIG 
8. Friends or non-related 
persons (e.g. paid helper) 1 2 LIVEWIH 
9. Others, specify_ 1 2 . LIVEWIJ 
b) How many of them are living with you? LIVEW2 
[If none, record 90] , 
3. How satisfied are you with your current 
living arrangement? LIVING 
1. Very satisfied 
2. Somewhat satisfied 
3. Indifferent 
4. Somewhat dissatisfied 
5. Very dissatisfied 
C. Family and Social Support Networks 
la) Please tell me how many of your ... (Read 
categories 1 to 5) are still living? 
[If none, record 90] 
1. Siblings — — FAMILYl 
2. Children FAMILY2 
3. Son/daughter-
in-law FAMILY3 
4. Grand children FAMILY4 
5. Other Relatives: 1. 1 - 4 FAMILY5 
2. 5 - 9 ‘ 
3. >=10 
8• Don•t know 
9. No relative 
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lb) How many of your ... (Read categories 1 to 5) 
live in Hong Kong? 
[If none, record 90] 
1. Siblings FAMHKl 
2. Children FAMHK2 
3. Son/daughter-
in-law FAMHK3 
4. Grand children FAMHK4 
5. Other Relatives: 1. 1 - 4 FAMHK5 
2. 5 - 9 “ 
3. >=10 
8• Don‘t know 
9. No relative 
Ic) How many of your ••• (Read categories 1 to 5) do 
you talk or write to at least once a month? 
[If none, record 90] 
1. Siblings FAMTALKl 
2. Children — 一 FAMTALK2 
3. Son/daughter-
in-law FAMTALK3 
4. Grand children FAMTALK4 
5. Other Relatives: 1. 1 - 4 — 一 FAMTALK5 
2. 5 - 9 
3. >=10 
8. Don't know 
9. No relative 
2. Tell me about the FAMILY MEMBERS/RELATIVES (not 
include spouse) with whom you have the most contact. 
How often do you see or hear from that person? CONTACT1 
1. Daily (4 times or more a week) 
2. 2-3 times a week 
3• weekly 
4. 2-3 times a month 
5. monthly 
6. < monthly 
3. How many RELATIVES (include spouse) do you feel 
CLOSE to? That is, how many of them do you feel 
at ease with, can talk to about private matters; 
or can call on for help? persons RELATIVE 
[If none, record 90] 
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4. Do you have any CLOSE FRIENDS OR NEIGHBOR? That 
is, do you have any friends or neighbors with 
whom you feel at ease, can talk to about private 
matters? If so, how many? persons NEIGHBOR 
[If none, record 90 & Go to Q.6] 
5. How many of these FRIENDS OR NEIGHBORS do you see 
or hear from at least once a month? 
persons C0NTACT2 
[If none, record 90] 
6. Tell me about the FRIENDS OR NEIGHBOR with whom 
you have the most contact. How often do you see 
or hear from that person? CONTACTS 
1. Daily (4 times or more a week) 
2. 2-3 times a week 
3. weekly 
4. 2-3 times a month 
5• monthly 
6. < monthly 
7. When you have an important decision to make, how 
often do you have someone you can talk to about it? CONSULT1 
1. Yes 
2. No 
8. When other people you know have an important 
decision to make, how often do they talk to you 
about it? C0NSULT2 
1. Yes 
2. No 
9. How often do you help your family, friends or 
neighbors with tasks like shopping, cooking 
dinner, home repairs, cleaning house, child 
care, filling out forms, etc.? HELP 
1. Daily (4 times or more a week) 
2. 2-3 times a week 
3• weekly 
4. 2-3 times a month 
5. monthly 
6. < monthly 
10. Do you participate in any cominunity organized 
activities? ACTl 
1. Yes 
2 • No 






1. Are you able to do: 
With 
Alone help Unable 
I. Shopping 1 2 3 HWl 
2 • Cooking 1 2 3 HW2 
3. Light housework 1 2 3 HW3 
(wash dishes, sweep 
floor) 
4. Heavy housework 1 2 3 HW4 
(wash floor, general 
house cleaning) 
Caregiver 
1. If you were sick or injured, is there any person 
who can help you in your daily activities? CAREl 
1. No 
2. Yes 
2a) Have you had a home help? _ _ CARE2 
1. Never [Go to Q.3] 
2. Occasionally 
3. Regular 





5. Others, specify 
3. Who is the main caregiver? CARE4 
1. Respondent himself/herself [Go to Q.5] 
2• Spouse 
3. Siblings , 
4. Children 
5. Son/daughter-in-law 
6. Grand children 
7. Other relatives 
8. Friends 
9. Neighbors 
10. Home helpers 
II. Staff of Institution 
12• Others, specify ‘ 
35 
4. Caregiver's assessment CARES 
1. Coping well 
2. Need some help from services & 
getting them 
3. Need some help from services & 
not getting them 
4. Elderly is a burden 
5.工nterviewer•s assessment 
a) Evidence of neglect? CARE6 
(e.g. cleanliness, availability of food) 
1. No 
2. Yes 
b) Evidence of abuse? CARE7 
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壁歷邀髓廳腿_調查問卷 
-驢.食歲學 
a 麗 園 • 翁 





1•被訪者編號： — — RESPNO 
(地區）（编號） 
2.身份a號碼•• ID 
3.姓名 ： 簽署：— 
4.性別： • 1=男 SEX 
• 2=女 
5•出生日期：（以身份證為準） DOB 
Y Y M M D D 
6•年齡： (自述） 歲 AGE 
(以身份證為準） 歲 AGEID 
7•住址： -
8•電話： 
9 .訪問員姓名： 媒號： INTVNO 
10.訪問日期： DATE 
Y Y M M D D 
11.開始時間：― — 早 上 / 下 午 
12.結束時間 ： 早 上 / 下 午 
13.訪問霈時： 一分鐘 TIME 
14.訪問地點： • 1=家中 place 
• 2-老人宿舍 
1 5 .提供資料者： • 1=本人 SUBJECT 
1 • 2=代言人 
‘ • 3=1+2 
假V如資料偽由代言人提供多唔該寫低 
1 
a)但同被訪者i«g8係 • 1 -丈夫 /妻子 RELATION 
• 2-子女 
• 3 =新抱/女婿 
• 4 -孫 /外孫 




b )唔直接訪問訪者概原因 • 1-神智不清 REASON 
• 2=健康問題 
‘ • 3 =親人不願意（干預） 
• 4=其他（請註明） 
1 6 .拒絶被訪，未完成或不成功個案日期、時間、原因及跟進： 
第一次訪問： 訪問員簽署 訪問員编號 
第二次訪問： 訪問員簽署 訪 問 員 编 號 — — 
第三次訪問： 訪問員簽署 訪 問 員 編 號 _ _ 
1 7 .訪問員之備註：— — 
18•問卷審核•• 日期： ： 
19•資料輸入：第一次 日期： 
馆 二 次 — 日期： 
II •個人資料 
1•你啦香港總共住14幾多年？ _年（ 9 0 0 =少於一年） I關 K 
2 .你而家概姻狀況係點樣哩？ • 1=單身，未結過婚 MARITAL 
• 2=己婚 
• 3=錄寡 
• 4 =離婚/分居 
• 5=其他（請註明） 









4 .你有有宗教信仰？ • 1-有 RELIGION 





• 7 -中國民間倍仰 
• 8=拜袓先 
• 9=其他（請註明） 
5 .你邊一份工係做得最耐？ • 0 1 =專業及技術人員 J0B1 
請詳述工作性質： • 0 2 =行政及管理人員 
• 03=文員 











• 0 8 =農民與農業有關工作 
人員 
• 09=礦工 
• 1 0 -海、陸、空軍軍人 
• 1 1 =未曾傲過野（跳答 7 ) 
• 12=唔記得 
1 3 =輕體力勞動工人 
6.你而家有有做野？ • 1-全職 WORK 
(每個箱拜 2 4 0個鐘） 
• 2-兼職 
(每個箱拜‘40個鐘） 
r - • 3=退休 
• 4 - 暫 時 未 揺 到 做 
• 5=家庭主婦 
V 
a)你退！^休幾多年？ 年（卯 = < 1年） RET1RED1 
b)你點解退休？ • 1=身體差 RETIRIID2 
I最主要原因 ) • 2=老啦 
• 3=唔想再傲 ‘ 
(提早退休） 




請問你丈夫/太太傲連份工係傲得最 i H ？ • 0 1 -奪業及技術人員 J0B2 








• 0 6 =機械儀器操作員或 
司機 
• 0 7 =粗重體力勞動工人 
(包括苦力、漁民、 
生産及建築工人等） 
• 0 8 =農民與農業有關工作 
人員 
• 09=礦工 
• 1 0 =海、陸、空軍軍人 
• 11=未曾傲過野 
‘ • 12=唔記得 
"0 1 3 =释體力勞動工人 
I I .精神狀況評佔 （0=答錯，1=答對） 
1 .你叫 t野名盼？ • 0=答錯，0分 MENTAL1 
• 1-答對，1分 
2 .你今年幾多歲？ 口 0=答錯，0分 MENTAL2 
• 1-答對，1分 
3•你幾時出世？ • 0-答錯，0分 MENTAL3 
• 1 =答對. 1分 
4•今年偽一九幾多年？ • 0=答錯，0分 MENTAL4 
• 1=答對，1分 
5•今値月係幾多月呀？ • 0-答錯，0分 MENTAL5 
• 1-答對，1分 
6•今日係星期幾？ • 0-答錯，0分 MENTAL6 
• 1=答對• 1分 
7 . 昵 度 係 第 幾 座 / t 野 樓 / t 野 街 ？ • 0=答錯，0分 MENTAL? 
• 1-答對， 1分 
8•昵度係 t野屋村/屬於邊一區？ • 0=答錯，0分 MENTAL8 
• 1=答對，1分 
9•昵個城市叫 t i f名？ • 0=答錯，0分 MENTAL9 
• 1-答對，1分 
10•港督叫t野名？ • 0=答錯，0分 MENTAL10 
• 1-答對，1分 
1 1 .中國 ^ 1總理/領導人叫 1 2呀名？ • 0-答錯，0分 MENTAL11 
• 答對，1分 
1 2•中國或者台灣啦 (國）旗偽 t呀顔色？ 口 0=答錯，0分 MENTAL12 
• 1-答對，1分 ‘ 
總分 MSCORE 
(若總分少於六分，直接答第 V、 V I部份 









2 .如果同你同年紀概人比較，你覺得你概健 口 1=比佢地好 HEALTH2 
康 係 好 D 定 係 差 D ? • 2 -差不多 
• 3 =比佢地差 
• 8 =好難講/唔知道 
3 .如果同一年前比較，你概健康係好佐 D定 • 1=好》左 HEALTHS 
係差佐 D呢？ • 2-差唔多 
• 3=差柱 
• 8 =好難講/唔知道 
4 a )唯過去一年裡面（即係由 i f年—月到而 次（ 9 0 =有•跳答 5 ) GP 
. 家），你睹過幾多次 H生 7 
b ) 你 係 蹄 生 ？ 蹄 佐 幾 多 次 ？ 
i私家段生（西發） 次（90=有） CLINIC1 
ii除街症 次（90-有） CLINIC2 
1U 中 B 次（90-有） CL1NIC3 
5 a )嗽過去一年裡面，（即係由舊年一月到 次（90-有入過院） HOSPITAL 
而 家 ） ， 你 有 有 入 過 H院 留 K ？ 
b )如果有，d B總共住佐幾多日？ 日 HOSPDAY 
6 .你而家有有食緊 /用緊 H生開比你概藥？ • 1=有 PDRUG 
• 2-有 
7 .你而家有有食緊/用緊一 D唔係由段生開 • 1=有 NPDRUG 
比你概藥？（包括維他命九） • 有 
8 . D B你而家總共食緊/用緊幾多隻藥？ 隻（ 9 0 =有，跳答 1 0 ) DRUGNO 
9 a ) ( 若 有 食 / 用 藥 ） 你 而 家 食 緊 / 用 緊 邊 幾 
隻藥脾？ (For A請逐樣講出，答案由被 
訪者提供，並由訪問員査看該藥） 
(A) (B) 
披 訪 者 提 供 訪 問 員 査 看 
1利尿藥 • 1=有 • 1=有 DRUG1A-B 
• 2=有 口 2=有 
• 8 =唔清楚口 8-唔清楚 
U降高血歷藥（利尿藥除外） • 1-有 • 1 = 2 DRUG2A-B 
• 有 口 2=有 
• 唔 清 楚 • 8=唔清楚 
m 心 血 管 藥 （ 利 尿 藥 及 降 高 血 ® 藥 除 外 ） • 1=有 • 1 = ^ DRUG3A-B 
• 2=有 口 2=有 
• 8 = 唔 淸 楚 • 8=唔请楚 
i v筑管擴張藥 • 1-朽 • 1 = 2 DRUG4A-B 
• 2-有 • 2=有 
• 8 - 唔 清 楚 • 8=唔清楚 
V呼吸条統藥（氣管擴張藥除外） 口 1
二
2 H 1=它 DRUGSA-B 
• 2-有 口 2=有 
• 8 - 唔 清 楚 • 8=唔清楚 
v i抗酸劑或 H 2 -受腊阻斷劑（胃藥） • 1=有 • 1 = 2 DRUG6A-B 
• 2=有 • 2=有 
• 唔 清 楚 • 8-唔清楚 
5 
对輕滨劑 • 1=有 • DRIJG7A-B 
• 2=有 • 2=有 
• 8 = 唔 清 楚 • 8-唔清楚 
vifl神經条统藥（例如抗桕金森氏病藥） • 有 • 1=有 DRUG8A-B 
• 2=有 口 2=有 
• 8 =唔清楚口 8=唔清楚 
I X精神病藥 /鎮靜劑 /安眠藥 • 1-有 • 1=有 DRUG9A-B 
• 2=有 • 2=有 
• 8 = 唔 清 楚 • 8=唔清楚 
糖尿築 • 1-有 • DRUG10A-B 
• 2-有 口 2-有 
• 8 =唔清楚口 8=唔清楚 
X i NSAID 或鎮痛藥 • 1=有 • 1=有 DRUG11A-B 
• 2-有 • 2=有 
• 8 = 唔 清 楚 • 8=唔清楚 
x i i類固醇（肥仔九）或其它荷雨榮 • 1=有 • 1=有 DRUG12A-B 
• 2-有 口 2=有 
• • 8 - 唔 清 楚 • 8=唔清楚 
X ill維生命或礦物質（如鐵質、好片） • 1=有 • 1=有 DRUG13A-B 
• 2=有 口 2=有 
• 唔 清 楚 口 8=唔清楚 
x i v抗生素（消炎藥） • 1=有 • 1=有 DRUG14A-B 
• 2=有 口 2=有 
• 8 = 唔 清 楚 a 8=唔凊楚 
X V抗組餓胺築（抗敏感藥） • • 1=有 DRUG15A-B 
• 2=有 • 2=有 
• 8 = 唔 清 楚 • 8=唔清楚 
XVI局部皮 I t用築 • 1=有 • 1-有 DRUG16A-B 
• 2=有 • 2=有 
• 唔 清 楚 • 8=唔清楚 
xvil中藥（諮註明） • • 1=有 DRUG17A-B 
• 2=有 • 2=有 
• 唔 清 楚 口 8-唔清楚 
x v t f 其 他 （ 請 註 明 ） — — . _ 一 _ _ • l=flr • 1-有 DRUG18A-B 
• 2=有 口 2=有 
• 8 = 唔 清 楚 • 8-唔清楚 
b )由訪問員填寫： 
i老人所用概藥物中，有幾多種俱沒有標 種（90=有） DRUGNL 
.記藥名昵？ 









10•你有打用耳》機呀？ • 1-有 HEARAID 
• 2:有 
11.51丨尔賻喷賻得清唔清楚呀？（連埋用耳》 • 1=聽得很好 HEARING 
機） • 2=聽得幾好 
• 3=賻得普通 
• 4 =聽得唔係幾好 
• 5=賻得好差 
• 6 -幾乎/完全賻唔到 
12•你平時要唔要/有竹戴眼鏡？ • 1 =唔要 /存 glasses 
• 2 =要/有 
13.DB你睹晤睹得清楚盼？ (連埋戴眼鏡或陳 • 1-蹄得很好 VISION 
形眼鏡） • 2=睹得幾好 
• 3=除得普通 
• 4 -蹄得唔係幾好 
• 5-蹄得好差 
• 6 =幾乎/完金陣唔到 
1 4 a ) D 0你陣唔除倒電視機概畫面昵？ • 1-蹄到 SEE1 
• 2=蹄唔到 
b)O0你蹄唔蹄到我蟹起佐幾多隻手指？ • 1-蹄到 SEE2 
(約一沢距離） • 2=除唔到 
c)llH你蹄唔蹄到D燈光魄？ • 1-蹄到 SEE3 
• 2=蹄唔到 
15•有V有H生話過你有： 
a)白内障 • 1-有 CATARACT 
• 2-有，左眼 
• 3 = 有 書 右 眼 
• 4-有，雙眼 
b)青光眼 • 1-有 GLAUCOMA 
. • 2-有，左眼 
• 3-有，右眼 
• 4-有，雙眼 
16•你有有镇假牙呀？ • 1=有 dental 
• 2=有 
17丨D|你趙野或者咬野食概時候有有困難？ • 1-有 CHEWING 
(連埋假牙） • 2=有 
1 8•附過去十二個月裡面（即係由舊年—月到 • 1=有 VGT1 
而家），你概體重有有輕多過五碌呀？ 口 2=有 
• 8=唔知道 
19•哦過去十二個月裡面（gP係由舊年—月到 口 1-有 WGT2 
而家），你哦體重有有重多過五碌呀？ 口 2-有 
• 8-唔知道 
7 
B . 過 去 内 科 病 歷 
1 .有有联生曾經話過你有以下我所講概内科 
病呀？ 
a )腦血管病（中風） • 1=有 PMH1 
• 2=有 
• 8=唔知道 
b )桕金森氏病（桕金逾病症） • 1=有 PMH2 
• 2=有 
• 8=唔知道 
C )心臓病（包括冠心病，心力衰竭， • 1=有 PMH3 
心率不齊） 口 2=有 
• 8=唔知道 
d)高血壓 • 1=有 PMH4 
• 2=有 
• 8=唔知道 
e )慢性支氣管炎或肺氣腫 • 1=有 PMH5 
• 2:有 
• 8=唔知道 
f)哮喘 • 1=有 PMH6 
• 2:有 
• 8=唔知道 
g)肺結核病 • 1=有 PMH7 
• 2:有 
• 8=唔知道 
h)消化道澳攝 • l=tJ PMH8 
• 2=有 
• 8=唔知道 
i)糖尿病 • l=tJ PMH9 
• 2=有 
1：.1 8=»/| 知道 
J)關節炎 • l=rT PMII10 . 
• 2:有 
• 8-唔知道 
k )陳舊性骨折（舊頓骨折） • 1=有 PMH11 
• 2=有 
• 8=唔知道 
1)老人痴呆症 • l=tJ PMH12 
• 2=有 
• 8-唔知道 
ra)精？中病（老人痴呆症除外） • 1=有 PMiil3 
• 2:有 
• 8=唔知道 
n)癌病 • l=tJ PMH14 
• 2=有 
• 唔知道 ‘ 




2 . 個 月 裡 面 ， 你 有 ^ ！ 下 低 “ ^ 病 激 / 
a)頭痛 • 1=有 SYMPT0M1 
• 2 - 間 中 （ 一 星 期 次 ） 
• 3 -經常（一星期 2 2次） 
b)頭車 • 1=•有 SYMPT0M2 
• 2 - 間 中 （ 一 星 期 次 ） 
• 3 =經常（一星期 2 2次） 
C)心跳 • l=tT SYMPTOMS 
• 2=te中（一星期SI次） 
• 3 -經常（一星期 2 2次） 
d)有記性 • 1=有 SYMPT0M4 
• 2 - 間 中 （ 一 星 期 次 ） 
• 3 =經常（一星期 2 2次） 
e)便秘 • 1=有 SYMPTOMS 
• • 2 - 間 中 （ 一 星 期 次 ） 
• 3 =經常（一星期 2 2次） 
f )胃痛（上腹部） • 1=节 SYMPT0M6 
• 2 = 間 中 （ 一 星 期 次 ） 
• 3 -經常（一星期 2 2次） 
C . 骨 路 条 統 問 題 及 扶 倒 
1 .你有有風源骨痛或者關節痛呀？ • 1=有（跳答4) SKEL1 
• 2=有 
2 . D B你概風源贵痛有有影继你赂活動能力呀？ 口 1-•竹 SKEL2 
• 2=有 
3 . 闋 節 痛 概 位 置 係 邊 度 ？ 
(請逐樣讓出） 




















f)膝部 • 1=有 J0INTPN6 
• 2-有，左通 
• 3 -有，右 S 
• 4-有，雙側 




h)背部 / 背脊骨 • 1 = 2 J0INTPN8 
• 2=有，左通 
• 3 - 有 貧 右 邊 
• 4-有，雙側 
9 
過去 _十二個月裡面（即係由舊年—月 • 1 -有（跳答 1 1 ) FALL1 
到而家），你有有扶過？ 口 2=有 
5 . D B過去喃十二個月裡面（即係由 S年— 月 次（90=沒有） FALL2 
到而家），你總共扶過幾多次？ 
6 .最近果次係哦递度趺倒盼？ 、 • 1-沖凉房 FALL3 
• 2=厨房 
• 3=客廳 
• 4 - _房 
• 5 =戶外/屋企範圍以外 
7 . D B最近果次點解會趺倒昵？ • 1=頭楚 FALL4 
• 2=不醒人事 
• 3=線低 
• 4 =比其他人推倒 
• 8=唔知道 
8.DB你有打趺傷？ • 1 -有（跳答 1 1 ) FALLINJ1 
• 2=有 







• 8 = 1 1 1 
1 0 . n U你驶唔駄入 6 8院留 H呀？ • 1=唔駄 FALLHOSP 
• 2-驶 
1 1 .除佐扶傷，你有打試過因為其他原因而斷 口 i-tJ FRACTURE 
骨呢？ • 2=有 
D•心臓健康狀況 




N)胸价丨：股/丨丨丨股 11 1 = {J C A R D ! A C I 
1.1 2 = f t 
b)胸带下段 • 1=TJ (:ARI)IA(:2 
• 2=有 
c)左前胸 • l=rj CARDIAC3 
• 2=有 
d)左上赞 • 1=TJ CARDIAC4 
• 2=有 
e )其他（請註明 ） • l=rj CARDIACS 







你 行 上 i l l S i i i i i快 D u t時 候 ， 你 會 • i=唔會 chestpnz 
唔會有心口痛呢 1 • 2=會 
• 8=唔知道 
哦 你 用 普 通 速 度 行 平 路 時 候 ， 會 唔 會 有 • 2-唔會 CHESTPN3 • 
心口痛呀？ • 1=會 
( 如 梁 第 3 或 / 及 第 4 題 答 " 曾 ” ， 则 辅 答 
第 再 則 跳 答 第 8 題 ） 
• 5 .如果行緊路抵時候有心口痛，你會點樣傲？ • 1 = 停 低 / 行 慢 D CHESTPN4 
• 2=ai读行 
祁.如果你企定 P f t度，心口痛會唔會慢慢就有 • 2=唔會 CHESTPN5 
bS ？ • 1=會 
• 8 -唔記得/唔请楚 
要企幾酌先至 f t晒 D心口痛呀？ • 1= S 1 0 分 S CHESTPN6 
• 2 =〉 1 0分撞 
• 3 = 用 藥 
n 3=唔記得/唔清楚 
你以前有有試過心口痛得好聚要而又痛 口 1=有 CHESTPN7 
多過半個鐘頭以上《«昵7 n 2 =有，只係上個月至有 




提供 9 - 1 0 c g |答案， M f裔下原因： 
) 
哦過去一個月裡面，當你行得快 D或者行 口 1=有 BREATH1 
斜路艰時候，你有有氣促盼？ • 2=有 
• 8=唔知道 
當你行平路《時候，你跟唔跟得上你同年 口 1=跟得上 BREATH2 
紀 人 呢 ？ • 2=跟唔上 
• 8=唔知道 
^=1))自已可唔句以行倒一哩1«平路妮？（例如 • 1-可以 BREATH3 
一兩個巴士站） • 2-唔可以 
• 唔知道 
^^(：)行唔行到一百碼《平路呢？（例如一兩個 • 1-行到 BREATH4 
街口） • 2=行唔到 
• 8-唔知道 
休息/係 D l l倚郁印概時候你會唔會氣促？ • 1-唔會 BREATH5 
• 2-會 
e)當平101|附《床時候你會唔會氣促7 • 1-唔會 BREATI16 
• 2-會 
f ) D L丨坐番起身/企唯度啦時候你 D氣促會唔 • 1=會 BREATH7 
會被1 • 2=唔會 









1•哦過去十二個月裡面（即係由舊年_月到 • 1-有 WHEEZE1 
而家）•你有有試過哮喘/抖氣嘴陣時有 • 2=有 
V V 努 ？ 
2•唯過去十二個月裡面，（即係由舊年一月 • 1=有（跳答（二）） WHEEZE2 
到而家），你有有試過喂朝頭早起身PJX時 • 2-有 
候覺得條氣好唔順，抖氣好辛苦？ 
3•假如你試過概話，昵種感覺持纊 1 4幾丽先 —___分鐘 WHEEZE3 
至有呢了 
(二）氣促 
l . i H T過去十二個月裡而（即係由賴年_月到 • 1-有 BREATH8 
而家），你有有試過無端端氣喘？ • 2-有 
2.lHr過去十二個月裡面（即係由舊年—月到 • 1=有 BREATH9 
而家），你有有試過夜晚黑瞓瞓吓覺顺時 • 2=有 
候，因為氣促而扎醒昵？ 
(三）唆疲 
朝頭早起身概時候，你係唔係成日都有 • 1-唔係 PHLEGM1 
疲咳出“黎？ • 2=偽 
2•你有有試過連鑲三個月以上都經常 d B咳疲， • 1-有 PHLKGM2 
而 呢 種 情 況 持 绩 超 過 兩 年 ？ • 有 
(四）呼吸 
1•下低邊一項係最喂用嗜形容你抖氣概情況？ • 1 -從來都有/好少有 BREATH10 
• 2 -經常/間中有 D唔 
妥當，但之後又會 
好番晒 
• 3 =從來都未好過 
(五）敏感 




1•抖氣好辛苦/條氣唔係好順？ • 1=有 ALLERGY1 
• 2:有 
• 8=唔知道 





下低講概邊 D野係會令你覺得氣促/咳嗽（ t i j選多過一個） 
1 • 當 你 由 一 個 暖 0 1 « 地 方 去 到 一 個 凍 地 • 1=有 C A U S E 1 




2 .屋企用 D R化學劑：例如漂白劑、噴髮劑或 口 有 CAl)SE2 
















a)心臓病 • 1-有 ILL1 
• 2=有 
b)肺結核 口 1-有 ILL2 
• 2=有 
C)哮喘 • 1=有 ILL3 
• 2=有 
d )慢性支氣管炎 • 1-有 ILL4 
• 2:有 
e)肺氣腫 • 1-有 ILL5 
• 2=有 
( 如 果 有 C� d� e 其 中 一 項 或 者 多 項 疾 病 
•請回答問題 2 , 否 則 跳 答 F ) 
2 . D係過去十二個月裡面（即係由舊年—月到 • 1=冇 CHESTILL 
而家），你有有試過因為胸肺概疾病而去 • 2=有 
蹄 K生？ 
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F .日常生活活動（BARTilEL ADL If分法） 
l a )你自己食唔食倒飯， ADLl 
i獨立： D飯赵放啦你能夠擺到概範圍裡 • 3 -獨立（跳答 2 ) 
面，用溪子 /趣葵喂適當概時間 
内食完（包括夾赵、 1 7 \飯） 
i i霜要人 S • 2 =需要人 S 
m依賴他人：必須其他人餓食 • 依颇他人 
b )幾耐之前閲始係 d B ? 年（ 9 0 = < 1年） ADL2 
2 a )你可唔可以自己梳頭、洗面、刷牙？ ADL3 
1獨立：能夠自己梳頭、洗面、刷牙、刺 口 2 -獨立（跳答 3 ) 
—等 
i i依賴他人：一定要人解 • 1=依賴他人 
b)幾耐之前閗始係Dlt? 年（ 9 0 = < 1年） ADL4 
3 a )你自己換唔換倒衫？ • 3 -獨立（跳答 4 ) ADL5 
• 2 =需要人 S 
• 1=依賴他人 
b )幾耐之前開始係甜？ 年（ 9 0 = < 1年） ADL6 
4 a )你能唔能夠自己上落床/起身坐究？ ADL7 
i 獨 立 ： 唔 駛 人 S (如果有露要，可以自 • 4 -獨立（跳答 5 ) 
己辆較輪椅） 
i i 需 要 少 少 J 8 助 ： 包 括 口 頭 提 示 / 身 體 上 • 豁 要 少 少 S 助 
哦支持（如由不十分健 
硬的配偶協助） 
m需要較多？ 8助：满要較多 S助才能起身 • 2 -满要較多 S助 
i v 依 賴 他 人 ： 必 須 兩 人 扶 持 ， 不 能 獨 自 坐 • 1=依賴他人 
起身 
b )幾耐之前開始係 d B ? 年（ 9 0 - < 1年） ADL8 
5 a )你自己行唔行倒路？ ADL9 
i 獨 立 ： 可 以 行 倒 5 0 公 尺 屋 企 裡 面 • 4 -獨立（跳答 6 ) 
走動哦距離（除踏板車之外，可 
用任何哦輔助器） 
U 霜 要 人 S ：霜要有口頭提示/身腊上哦 • 3 =满要人 S 
支持（包括協助横過門搭 / 
抉佳企喂度5 
1 U依紹輸掎：能夠自己轉 « 、 • 2=依賴輪椅 
iv不能活動••必須由他人推輪掎 • 1=不能活動 
b )幾耐之前開始係d B ? 年（ 9 0 = < 1年） ADL10 
C )點解行唔倒路盼？（請寫低原因） 
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6 a )你自己上落樓梯得唔得呀？ ADL11 
i 獨 立 ： 可 以 使 用 M 助 器 • 3 -獨立（跳答 7 ) 
U 筋 要 人 S ：滿要口頭提示/身腊吼支持 • 2=滿要人S 
111唔得：無要lllg梯/不能上落樓悌 • 1=唔得 
b )幾耐之前開始係甜？ 年（ 9 0 = < 1年） ADL12 
7 a )你自己去唔去倒厕所？ ADL13 
i獨立：能夠自己出入厕所、換神、沖厕 • 3=獨立（跳答8) 
(包括清理小便裔/大便掎） 
需 要 人 S ：能夠自己去厕所，但要人抉 口 2=需要人S 
住保持平衡先至能夠換擁、 
用厠紙及沖厠） 
m依紹他人：無人 S就會摘晤贴 • 依躲他人 
b)幾刚之的開始係uU ？ 年（ 9 0 = < 1年） ADL14 
8 a )你自己沖唔沖倒涼了 ADL15 
1獨立：能夠自己出入沖涼房，用花灑 / • 2=獨立（跳答9) 
浴紅沖涼 
i i依賴他人：一定要人 S手至得 • 1=依賴他人 
b)幾酌之前開始係dB ？ 年（ 9 0 - < 1年） ADL16 
9 a )你有有小便失禁？ ADL17 
1自制；如有露要時，可自己應用導尿管 • 3=自制（跳答10) 
U偶然失禁（一星期部有一次）；霜要別 • 2 =偶然失禁（跳答 9 c ) 
人協助下使用導尿管 
m 失 禁 • 1=失禁 
b)ulH尔每日失禁幾多次？ 次（ 9 0 = < 1次） ADL18A 
C )幾耐之前開始係 d B ? 年（ 9 0 = < 1年） ADL18B 
d )失禁艰時間係： • 1 =日抖 ADL18C 
• 2-夜晚 
• 3-全日 
1 0 a )你有有大便失禁 1 ADL19 
1 自 制 ； 若 果 霜 要 用 塞 肚 藥 / 洗 B I , 可 以 • 3 -自制（跳答 V ) 
自己一値人摘贴 
ii偶然失禁••唔係好頻密（例如一星期都 口 2=偶然失禁（跳答10c) 
有一次）；如果洗腸，满要別人 S助 
m失禁 口 1=失禁 
b)utH尔每日失禁幾多次？ 次（ 9 0 - < 1次） ADL20A 
C)幾耐之前開始係Dtf ？ 年（ 9 0 = < 1年） ADL20B 





V . 身 體 檢 查 
第一次 第二次 平均度數 
讓數 讓數 
1•血壓：收縮 ® nniHg BP1 
舒張 IS itniHg BP2 
2.呼吸速度 下 / 分 鐘 RESPRATE 
3•身高 . - c m HEIGHT 
(最接近O.lcni) 
4 . S 重 .一 kg WEIGHT 
(最接近0.1kg) 
5.上哲国 •一 cn . - e n •一 cm ARM 
(最接近O.lcm) 
6•腰圍 . — c n cn . — c n WAIST 
(最接近O.lcm) 
7•贤圍 . — c m — . - c m • cn« HIP 
(最接近0.1cm) 
8. 二頭肌皮下脂肪厚度 
一 一•一mra — — . — m m 一 一.一mm BICEPS 
(最接近O.lim) 
9.三頭肌皮下胞肪厚度 
一 一 . — nm 一 一 .一 r a n — 一 . 一 r a m TRICEPS 
(最接近O.lmm) 
VI •描述性評估 
1 .中心性紫甜（例如舌部的紫甜） • 1=有 CYANOSIS 
• 2=有 
2.頭箸的肌肉赛缩 • wastage 
• 2-有 
3a)搏瘡 • 1=有（跳答4) BEDS0RE1 
• 2-有 
b)位置 
丨背部 口 1=有 BEDS0RE2 
• 2=有 
ii骨底部（昆龍骨） • 1=有 bedsores 
• 2:有 
ill 贤部 口 1-有 BEDS0RE4 
• 2 -有、 
4 
iv 足课 • 1=竹 BEDSORES 
• 2=有 
V 手肘 • 1-有 BEDS0RE6 
• 2=有 
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4a)水腫 口 l=tJ (跳答5) EDEMAl 
• 2=有 
b)位置 
i骨底部（嵐龍骨） • 1=有 EDEMA2 
• 2=有 
U 足课 • 1=有 EDEMAS 
• 2=有 
Hi 面部 • 1=有 EDEMA4 
• 2=有 
iv 腹水 • l=fl EDEMA5 
• 2=有 
V全身性 • 1=有 EDEMA6 
• 2:有 
5a)外貌畸形 • 1 -有（跳答 6 ) DEF0RM1 
• 2=有 
b)位置 
1 頸 部 （ 赞 柱 後 « , 蛇 货 ) • 1=有 DEF0RM2 
• 2=有 
ii扃部（蔣頭） • 1-有 DEF0RM3 
• 2=有 
111 手肘 • 1=有 DEF0RM4 
• 2=有 
i v 手 腕 / 手 掌 一 屈 曲 、 畸 型 、 • 1-有 DEF0RM5 
不能正常活動 • 2=有 
v K 部 （ 發 部 ） - • 1=有 DEF0RM6 
• 2=有 … 
vi 膝部 • 1=有 DEF0RM7 
• 2=有 
对足课/脚板（足垂、腳址畤型） 口 1-有 DEF0RM8 
• 2=有 
v f f l背部/背脊骨（脊柱後 « ,畸型） • 1=有 DEF0RM9 
• 2:有 
6a)義肢（假手假卿） • 1=有（跳答7) DEVICE1 
• 2:有 
b)位置 
i左上肢 • 1-有 DEVICE2 
• 2-有 
ii右上肢 • 1-有 DEVICES 
• 2-有 ‘ 
m 左下肢 • l=tJ DEVICE4 
• 2=有 
iv右下肢 • 1=有 DEVICES 
• 2=有 
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7•永久性導尿管 • 1-有 CATHETER 
• 2=有 
8.手慈 
a)靜止性手越 • TREM0R1 
• 2=有，左手 
• 3 =有，右手 
• 4 -有，雙側 




C )意向性手薛（係十八吋哦距離，以手指 • 1-有 TREM0R3 
指向择之測試） • 2 -有，左手 
• 3=有，右手 
• 4 -有，雙側 
9.步態 
a) 1你平時駛唔駛用輔助器 S你行路？ • 1=唔驶(跳答9b) GAIT1 
• 2=駛 
iiDtf你用Dt野輔助器S你行路？ 口 1-手杖（士的） GAIT2 
• 2=四腳叉 
• 3-三腳叉 
• 4 -四卿架 
• 5=輛椅 
• 6 =其它（請註明） 
b)做兩次八英IR距離哦步行測驗 
i傲唔傲到？ • 1 =做到（跳答 m ) GAIT3 
• 2=做唔到 




(跳答VB) < — ~ 
111傲個陣行得穩唔穩陣？ • 1=穩陣 GAIT5 
• 2=唔穩陣 
i v第一次行霜要幾耐？ 秒 GAIT6 
(最接近0.1秒） 
V第一次行到幾多步？ 步 GAIT7 
v i第二次行蔣要幾耐？ . _ 秒 GAIT8 
(最接近0.1秒） 




1•你有有做運動？ � 1=有 PE1 
• 2 =有（跳答 B ) 
2.U甘做t野蓮動？ 
a)晨連 • 1 =經常（一星期 3 2次） PE2 
• 2 = 間 中 （ 一 星 期 次 ） 
• 3=有 
b )快步/急步 • 經常（一星期 3 2次） PE3 
• 2 - 間 中 （ 一 星 期 次 ） 
• 3=有 
C)嬰太極 � 1 =經常（一星期 2 2次） PE4 
• 2=間中（一星期‘1次） 
• 3=有 
d)氣功 • 1 =經常（一星期 2 2次） PE5 
• 2=間中（一星期‘1次） 
• 3=有 
e)六通拳 口 1=經常（一星期么2次） PE6 
• 間 中 （ 一 星 期 次 ） 
• 3=有 
f)其他（請註明 ) • 1-經常（一星期22次） PE10 
• 2-間中（一星期‘ 1次） 
• 3=^ 
3•平均 " ^講，你每日做幾多個鐘頭蓮動？ • 1 = > 4値鐘 PE7 
• 2=3-4個鐘 
• 3-1-2値鐘 
• 4-20-59 分鐘 
• 5 = < 2 0分鐘 
4•通常你做蓮動係會做得好慢、臂通、好快 口 1=好慢 PE8 
抑或係好急呢 7 • 2=普通 
• 3-好快 
• 4=好急 
5•同舊年比較，你而家概蓮動量係多 1 4抑或 • 1=差不多 PE9 
係少柱？ • 2=多柱 
• 3=少 i4D 
• 4 - 減 少 好 多 
B•吸煙和飲润 
l a )你飲唔飲酒嫁 7 • 1=唔飲（跳答2) DR1NK1 
• 2:飲 
b)0B你飲得密唔密？ • 1 =每屆箱拜 < 1次 DR1NK2 
(不定） 
• 2=—個禮拜1-2次 
• 3 - —個禮拜 3 - 4次 
• 4 = 日 日 次 
2 a )你有有試過迪娥一年差唔多日日都食煙？ 口 1 =有（跳答 C ) SM0KE1 
• 2=有 
b)食往幾多年？ 年 SM0ICE2 
3•你通常食邊種煙？ • 1=香煙 SMOKES 
• 2=卷煙 ‘ 
• 3=煙斗 
• 4-雪舶 
4 a )你而家仲有打食煙？ • l=tJ SM0KE4 
• 2=有（跳答5) 
b)有食幾多年？ 年（90=唔夠一年） SMOKES 
5.IIB你每日食幾多支？ 支 SM0KE6 
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c . 欣 食 習 愼 
1 • 你 艰 三 餐 係 唔 係 大 多 數 都 屋 企 煮 昵 ？ • 1=時時 MEALI 
• 2 =有時/間中 
• 3=很少 
• 4-從未試過 




• 0 5 =新抱/女婿 







3 . 通 常 講 ， 你 一 個 禮 拜 食 幾 多 次 ： （90=沒有） 
a)生果 一 一 次 / 禮 拜 F00D1 
b)綠色蔬菜 一 — 次 / 禮 拜 F00D2 
C)瓜果 — - 次 / 禮 拜 . F00D3 
d)奶類 — — 次 / 禮 拜 F00D4 
e )茶/咖啡的奶 — — 次 / 禮 拜 F00D5 
f )豆疲/豆腐 — — 次 / 措 拜 F00D6 
g )紅肉（如牛肉） - 一 次 / 禮 拜 F00D7 
h )白肉（如雞肉） 次 / 禮 拜 F00D8 
丨）魚 一 — 次 / 禮 拜 F00D9 
j)蛋類 一 — 次 / 禮 拜 F00D10 
k)肝類 _ _ 次 / 禮 拜 F00D11 
1)即食麵 — — 次 / 禮 拜 F00D12 
V I .精神健旗狀況 
A .睡 眠 問 題 
1 .你每日_幾多個鐘頭覺？ • 1 = < 6個鐘 SLEEP1 
• 2=6-8個鐘 
• 3=〉8個鐘 
2 a . 你 會 晤 會 好 刚 先 至 _ 得 箸 / 瞓 一 • 1 = 唔 會 （ 跳 答 B ) SLEEP2 
陣就醒呢？ • 2=會 
b . o B你 i t唔駛食安眠藥 S你瞓昵？ • 1-唔駄 SLEEP3 
• 2=®! ‘ 
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U . 人仰俄狀況 
1.你大致上滿丨丨fi滿惹你自己概4丨丨卩丨？ LJ 2=丨丨«滿惹 DKPRKS1 
• 1=滿意 
2.你係晤係放低n左好多你概活動同朋W趣昵？ • 1=唔係 DliPRKS2 
• 2=係 
3 .你會唔會辑得你概生活好無聊？ • 1=唔會 DEPRES3 
• 2=會 
4 .你會唔會經常都晃得好問？ • 1=唔會 DEPRES4 
• 2=會 
5 .你係唔係經常都覺得精神好好？ • 2-唔係 DEPRESS 
• 1:係 
6 .你會唔會擔心有 D唔好概喷會》 «你身上發 口 1-唔會 DEPRES6 
生？ • 2=會 
7 .你係唔係時時都覺得好開心？ • 2=唔係 DEPRES7 
• 1=係 
8.你係唔係成日都覺得打t人 ?8倒你？ 口 l=f係 DEPRES8 
• 2=係 
9 . 你 係 唔 係 鐘 意 留 屋 企 多 過 出 街 ？ • 1-唔係 DEPRES9 
• 2=係 
1 0 .你覺唔覺得 f t記性俾你好多麻煩？ • 1 = 1 1 1得 DEPRESIO 
口 2二死得 
I I J U I你而家仲在生禍，你覺得開唔閗心呀？ • 唔晃得 DEPRESll 
• 1=货得 
1 2 .你覺唔覺得自己好有用？ • 1 =唔 f得 DEPRES12 
• 2=覺得 
1 3 .你覺唔覺得自己充滿活力？ • f 得 DEPRES13 
• 1-覺得 
14.你覺唔覺得而家啦處境tit希望？ 口 1=唔覺得 DEPRESU 
. • 2=覺得 
1 5 .你係唔係兒得大部份人概生活都好過你？ 口 1=唔係 DEPRES15 
• 2=係 
C .生 活 滿 足 感 
1 .你對依家 D R生活有幾滿意？（如果完全唔 % SATISFY 
滿意就畫近零，如果好滿意就盡近 1 0 0果透） 
(請看附 _ ) 
2 .哦日常生活中，你認為通 D事對你係最重 1.第一重要____ IMP1 
要 ( 由 訪 問 員 謓 出 各 事 項 / 給 被 訪 者 2 . 次 要 — — IMP2 
看列出之事項，然後按被訪者所表示最重 3•第三重要____ IMP3 
要、次要和第三重要事項之编號，填在右 
邊空位上） 
① 健 ® ⑤ 朋 友 交 往 ’ 
② 工 作 ⑥ 娱 樂 / 消 遣 
③ 家 人 關 懷 ⑦ 參 與 社 區 活 励 
④ 生 活 費 闲 ⑧ 其 他 （ 請 註 明 ） 
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I X .家庭背景及社會支緩網絡 
A .經 濟 狀 況 （ 可 以 選 多 過 一 個 ） 
la)請問你概收入係唔俗"IS自： 
(請逐樣讓出） 
1薪水 • 1=唔係 INC0ME1 
• 2=係 
ii退休金 • 1-唔係 INC0ME2 
• 2=係 
M 公 共 援 助 • 1=唔係 INC0ME3 
• 2=係 
iv高齡津貼（生果金） • 1 - f係 INC0ME4 n 2:係 
V傷殘津貼 • 3；="|係 INCOMES 
• 2=係 
vi 屋企人 IrbD • 1=唔係 INCOMES n 2=係 
vil私Li錢 LI丨=明係 \ w m w j 
I, ] 2=係 
^^)l收租/投資所得 … • l=f係 丨N(:nMK8 
• 2=係 
ix其他（請註明） 口 唔係 iNC0ME9 
• 2=係 
l b )如果你有多過一個收入來源， D t l遴種係你 一 MJINCOME 
最主要概收入昵？（按 l a的分類，用亞拉 
伯數字填寫在右邊） 
2 .你每 _月夾埋總共有幾多錢收入： 口 1=< 500 TL1NC0ME 
• 2=500 - 999 
錢 / 月 • 3=1000 - 1499 
一 • 4=1500 - 1999 
• 5=> 2000 
• 唔知道 




• 5 =唔夠得好緊要 
4
.如果唔夠錢駄，你會最先開替叫遗個 S你？ • 1=叫I伊吝S FHELP 
• 2=叫親戚W 
• 3 =叫朋友 S 
• 4 -叫政府 M 
(例如社會福利部門） 
• 5 =其他（請註明） 


















I • • 一 讀• •_ • • • • • — I •豳•_ 
—種老人院呀 7 • 1-老人宿舍 H0USE2 
• 2=安老院 
• 3 -護理安老院 
• 4-療養院 
b )屬於邊一類型哦老人院？ • 1=私人經營 H0USE3 
• 2-政府補助 
你唯老人院住佐幾耐 7 年（ 9 0 = < 1年） H0USE4 
2 a )你同埋邊個一齊住？ • 1=自己一個人住 LIVIiWlA 
(可選多過一個） • 2 -丈夫 /太太 LIVEW1B 
• 3=仔女 LlVIiVlC 
• 4 -新抱/女婿 LIVKVID 
• 5=孫 / 外孫 LIVKVlli： 
• 6 =兄弟/姊妹 LIVliVlK 
• 7=其他親戚 LIVKVlt] 
• 8 =朋友/沒有親戚關 LIVEV1H 
偽的人 
(合住一起分搜房租） 
• 9=其他（諳註明） LIVEVU 
b )有幾多個人同你一齊住？ 人（90=有） LIVEW2 
3.Dt}你谋唔谋意而家《居住情況？ • 1=好滿意 LIVING 
• 2=都幾滿意 
• 3=有t所謂 
• 4 -唔係好滿意 
• 5=非常唔滿意 
C•家庭、社會支键網絡 
l a )你而家仲有幾多個親人仍然健在哩 7 
(90=沒有） 
i 兄 弟 / 姊 妹 人 FAMILY1 
ii 仔女 人 ‘ FAMILY2 
m 新 抱 / 女 婿 人 FAMILY3 
iv 係 / 外 係 人 l:/\MILY4 
V其他親戚 • 1 =卜4人 FAM1LY5 
• 2=5-9人 
• 3=；^10 人 
• 8-晤知道 
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b W U ^仰有幾多個親人住係香港？ 
(90=沒有） 
1 兄 弟 / 姊 妹 人 FAMHKl 
ii仔女 人 FAMHK2 
ill新抱/女婿 人 FAMHK3 
i v孫 /外孫 人 FAMHK4 
V 其 他 親 戚 • ' 1 = 1 - 4 人 F A M H K 5 
• 2=5-9人 
• 3-glO 人 
• 8=唔知道 
C)有幾多個親人係你最少一個月會同佢傾一 • 9-有親戚 
次計或者通一次信昵？ 
(90=沒有） 
1 兄 弟 / 姊 妹 人 FAMTALKl 
ii 仔女 人 FAMTALK2 
m 新 抱 / 女 婿 人 FAMTALK3 
i v孫 /外孫 人 FAMTALK4 
V其他親戚 • 1 = 1-4人 FAMTALK5 
• 2=5-9人 
• 3 = - 1 0 人 
• 8=唔知道口 g=tJ親戚 
2 .唔許你丈夫 /太太，你幾耐先至同 D屋企 C] 1-日日都有 C0NTACT1 




• 6 = 1値月 < 1次 
3•計埋你丈夫/太太概屋企人/親戚在内， 人（90-打） RELATIVE 
有幾多個你係可以同佢地傾心事或者有起 
事 上 你 會 叫 但 地 S 手 ？ 存） 
4•有幾多個知己/隔離屋你係可以同佢地傾 人（若答有，跳答 6 ) NEIGHBOR 
倒心事？ 
班知己 /隔離屋概人之中，有幾多個 人（90=有） C0NTACT2 
你係會每個月最少同但地見一次面/傾一 
次計？ 
6•同你接摘得最密果 D朋友/隔離鄰舎，你 口 1-日日都有 C0NTACT3 




• 6 - 1個月 < 1次 
7•有 D緊要概事，你會唔會先同人商量然後 • 1=會 C0NSULT1 
至決定點樣傲？ • 2=唔會 
8 .當你知道你識得哦人要做一 D 緊 要 B K 決 定 ， • 1=會 C0NSIJLT2 
但地會唔會同你商量？ • 2=唔會 
9•你隔幾耐會解你概屋企人、朋友或者係隔 • 1-日日都有 HELP 
離那舍傲喷，例如買野、煮飯、修理家庭 • 2-1個禮拜2-3次 
電器、照顧 D細路仔？ 口 3-1個禮拜1次 
• 4-1個月2-3次 ‘ 
• 5=1個月1次 
• 個月 < 1次 
10•你有有參加是但一種社區活動（例如老人 • 1=有 ACT1 
中心活動）呀？ • 2=有 
1 1 .你有有參加是但一種宗教圃體概活動？ • 1=有 ACT2 
• 2=有 
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D . 家 務 及 照 顧 者 
( - ) 傲 家 務 
你自己可唔可以做到： 
1.出街買野 • 1-可以 HW1 
• 2 -要人 S先至可以 
• 3=唔可以 
2.煮食 • 1=可以 
• 2 =要人 S先至可以 
• 3=唔可以 
3 .輕可概家務（如洗碗、掃地 ) • 1-可以 HW3 
• 2 =要人解先至可以 
• 3-唔可以 
4•粗重概家務（如抹地、打掃） 口 1=可以 HW4 
• 2 -要人 S先至可以 
• 3=唔可以 
(二）照顧者 
1 .假如你病佐/有 1 2喷事，有有人會照顧你？ • 1-有 CARE1 
• 2=有 
2 a .有有家務助理員 " S S你手？ • 1 -有（跳答 3 ) CARE2 
• 2=間中 
• 3-定期有 









• 0 5 =新抱/女婿 
• 0 6 =孫/外孫 
• 07=親戚 
• 08=朋友 




4 .照顧者概評估（訪問照顧者） • 1=應付得幾好 CARE5 
• 2-需要同埋己經得到 
社會服務 




a )疏忽老人概證據（例如清深/食物唔足 口 1=有 CARE6 
夠） • 2=有 
b )虐待老人概證據 • 1=有 CARE7 
• 2=有 
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